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The effect of oral Tolserol in 50 alcoholic patients* 


Some but not all symptoms and signs absent within 48 hours. 
All symptoms and signs absent within 48 hours. 


“herman, M., and Effron, A. Quart. J. Stud. Aloghol 12:261 ute) 1951. 


Tolserol 


Tablets, 05 and 0.25 gram. Bottles of 100. 
Capsules, 0.25 gram. Bottles of 100. - 
Blixir, 0.1 gram per cc. Pint bottles. 
Intravenous Solution, 20 mg. per ce. 50 and 100 cc. ampuls. 
Tolserol With Codeine Tablets, 0.5 gram Tolserol and 4% 
grain codeine sulfate. Bottles of 100. 
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INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual mectings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read however can be published in the JourNat, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of the American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Maltiple Authorship—The number of names listed as authors should be kept to a micimum, 
others collaborating being shown in a footnote. 


Hlustrations—Authors will be asked to meet printer’s costs of reproducing illustrative 
material. Copy for illustrations cannot be accepted unless properly prepared for reproduction. 
Wherever possible, drawings and charts should be made with India ink for photographic 
reproduction as zinc etchings. Photographs for halftone reproduction should be glossy 
prints. Illustrations should be as small as possible without sacrificing important detail. 
Redrawing or preparing illustrations to make them suitable for photographic reproduction 
will be charged to author. 


Author’s Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to sct 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style: 


1. Vander Veer, A. H., and Reese, H. H. Treatment of schizophrenia with insulin shock. 
Am. J. Psychiat., 95: 271, Sept. 1938. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly the American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training duving their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues $1.25. 

Copyright 1953 by The American Psychiatric Association. 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 113 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the postoffice at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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10,000 Unite 
S00 Units 


2URROUGHS \VELUCONDE & 0. 
Puckahos 7 7, N. 


INDICATIONS 


infected wounds resulting 
from trauma or surgery 


infected burns 


infected skin grafts 


abscesses and ulcers in 


pyoderma 


ecthyma 


folliculitis 


infectious eczematoid 
dermatitis 


impetigo 


styes 


external ear infections 


eye infections such as: 
conjunctivitis 
blepharoconjunctivitis 
scleritis 
keratitis 


dacryocystitis, etc. 


SECONDARY 
INFECTIONS 
superimposed on 
any dermatological 
condition 


AVAILABLE IN 
tubes of 15 Gm. 
with applicator tip 


tubes of 07. 
with ophthalmic tip 


complete information 
will be sent on request 
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Psychiatric Ward of Fresno County 
General Hospital, Fresno, California 


Architect: 
David H. Horn & Marshall D. Mortiand, Fresno 
Contractor: 
pamcneene Dahs Construction Company, Fresno 


INSIDE... OUTSIDE 


New Fenestra PSYCHIATRIC PACKAGE WINDOWS 
make bars unnecessary ... increase safety! 


No “barred-in” feeling with these modern, 
new Fenestra Psychiatric Package Win- 
dows. They look like the beautiful Fenestra 
awning-type windows you've seen in modern 
hospitals, schools, homes and restaurants. 
Their extra security is in their design and 
their screens. The Fenestra Psychiatric Pack- 
age Window includes the graceful awning- 
type steel window with smooth-working 
operator and removable bronze adjuster 
handle . . . and your choice of four types of 
flush-mounted inside screens: DETENTION 
SCREEN for maximum restraint . . . the tre- 
mendously strong mesh is attached to shock 
absorbers built in the frame; PROTECTION 
SCREEN Of SAFETY SCREEN for less disturbed 


patients, or INSECT SCREEN for general and 
administrative sections of your hospital. 

No sills to climb on, no sharp corners. No 
way for patients to get at the glass. All- 
weather ventilation, operated without touch- 
ing the screen. Washed inside and outside 
from inside the 

To eliminate maintenance-painting, Fenes- 
tra Windows are available (on special order) 
Super Hot-Dip Galvanized, from America’s 
only plant especially designed for hot-dip 
galvanizing steel windows....Call your 
Fenestra Representative, or write Detroit 
Steel Products Company, Department AJ-2, 
2276 East Grand Boulevard, Detroit 11, 
Michigan. 


PSYCHIATRIC PACKAGE WINDOWS 


Steel Window « Steel Casing « Screen + Operator 
Removable Bronze Adjuster Handle 
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Tablets of 32 mg. (12 grain), 0.1 Gm. (11 grains) 
and 0.2 Gm. (3 grains) 


WINTHROP-STEARNS INC., New York 18,N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S. & Canada, brand of mephoberbital 


j 
In the many cases whjth require sedation without excessive hypnosis, ed 
Mebaral is of outstgfding merit. a 
With its relatively’wide margin between sedative and hypnotic dosage; : ; 
Mebaral may bé employed in those conditions in which relief from 
anxiety, depyéssion or agitation is desired during the waking hours. ga 
INDICATIONS: : 
MebarAl affords alleviation of tension in the hyperthyroid [ 
or b¥pertensive patient, relaxation in neuroses and mild psychoses, 
afcalming influence in the high-strung menopausal patient. It is 
also a reliable anticonvulsant in epilepsy. ; 
Vv | eba (a | TASTELESS TABLETS 
} 
Vil 


TECHNICALLY ADVANCED 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 
No. 2 or B MACHINE (Model CW47B) 


for non-convulsive stimulative electro therapy 


combined convulsive and stimulative electro therapy — now 
with fully extended convulsive range 


treatment of barbiturate coma and respiratory problems 


greater efficiency of convulsive currents, clinically proven, produc- 
ing a very soft convulsion without epileptic outcry 


e therapeutic effect by means of specific LOW CURRENTS 


@ unique design permitting more than 200 hours of constant opera- 
tion without overheating or damage to machine 


respiration is forced and controlled by current stimulation during 
and at the end of seizure 


memory defect, physical thrust, apnea, etc. are avoided 

no tube replacement problem, Reiter tube guaranteed for five years 
special electrodes eliminate use of jelly 

new, clinically proven techniques 

advanced models result from 12 years of coordinated laboratory and 


clinical research 


OTHER THERAPY RANGES 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


LITERATURE AND A BIBLIOGRAPHY OF MORE 
THAN 75 REFERENCES AVAILABLE ON REQUEST 


REUBEN REITER, Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N. Y. 


VIII 


' 
| 
2 
a 
4 
: 
4 
i 
e 
e 
3 
e 
i 


an 


ultra-short-acting 


muscle relaxant 


9* 


succinylcholine chloride injection 


This interesting new ultra-short-acting skeletal 


muscle relaxant has, since 1948, been subjected to 
extensive pharmacological investigation by 

de Beer, Castillo and associates at 

The Wellcome Research Laboratories. 


Intensive clinical investigation suggests that 
‘Anectine’ Chloride may well prove to be the most 
desirable of all muscle relaxants because of its 
controllability, possible wider margin of safety, 

and comparative freedom from side effects. 


In those cases where respiration has been depressed 
as the result of the muscle relaxing activity, 
the quick return of spontaneous respiration 
is an outstanding advantage of ‘Anectine’ Chloride. 


Available in multiple-dose vials of 10 ce. 
20 mg. of succinylcholine chloride per ce. 


*Trademark 


For full information, write to— 


Ral Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7,N.Y. 
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Electro- 

Shock 

Ther Gpy with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion ... 
reduces chance of fracture... 


Model 160-G 
$250.00 
As illustrated complete 


PORTABLE 
UNITS 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Model 302-G 
$395.00 
As illustrated 


complete with 
electrodes 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, 


“154 ELEVENTH AVENUE—-NEW YORK 11, 


or the@finest 
pre 
= 
i 
| 
, 
Ve 
x 


NEW APPROACHES in Dynamic Psychiatry... 
DIRECT ANALYSIS 


JOHN N. ROSEN, M.D., New York City 


In modern dynamic psychiatry, especially in psychotherapy of psychosis, much attention has 
been focused on John N. Rosen and his method of direct analysis. Although Rosen’s work is well known 
through his lectures and a few articles, never before has there been a full-scale, unified text on his method. 

This is the first exposition of direct analysis—its theory and practice, with clinical examples. As an 
extension of Freudian theory, applied to psychoanalysis, its techniques have required radical innovations, 
inventions and departures from ordinary psychoanalytic procedures. Rosen details these, and the rationale 
behind them. He tells, further, how he is able to understand the unconscious mind of the psychotic, how he 
is able to make either direct or transference interpretations on the basis of this understanding. 

Offering a scientifically sound basis for a new departure in analysis, this book will be of practical 
import for every clinical psychiatrist. 

192 pp., $3.75 


BODILY PHYSIOLOGY 
IN MENTAL AND EMOTIONAL DISORDERS 


MARK D. ALTSCHULE, M.D., Director of Internal Medicine and of Research in Clinical Physi- 
ology, McLean Hospital, Waverley, Mass. 


Altschule has written a double-edged book—one that offers help and understanding to the internist 
and surgeon, one that will cause controversy and serious re-evaluation on the part of the psychiatrist. For 
this is a major review of how mental and emotional disorders affect bodily physiology, a subject of prime 
concern to medical science for over a century. Approaching psychosomatics and an integrative medico- 
psychiatric science from a physiologic viewpoint, the entire work is highly critical, with speculation held to 
a minimum. 

For psychiatrists, Altschule makes available a large body of physiologic material directly related 
to psychiatric practice—material with which many psychiatrists are not well acquainted. For practitioners 
in every branch of medicine, this book offers a better understanding of the manifestations of emotion and 
the influence of emotions on visceral function. 

240 pp., $5.75 


PSYCHOLOGY OF PHYSICAL ILLNESS. (Psychiatry Applied 
to Medicine, Surgery and the Medical Specialties) 


LEOPOLD BELLAK, M.D. (Editor), Clinical Assistant Professor of Psychiatry, New York Medical 
College, New York City : 


Here are the emotional problems every doctor encounters in physically ill patients. Under the 
editorship of a practicing psychiatrist, sixteen physicians—specialists in medicine and surgery, and experi- 
enced in dynamic psychiatry—describe the psychological effects and implications of primary somatic illness. 
Each explains what specific illnesses mean in terms of patients who distort the particular features of their 
illness by common misconceptions and personal irrationalities: on top of the reality and inconvenience of 
their physical sickness, they heap great emotional burdens. In these patients—and they include the vast 
majority of physically ill people—both the attending physician and the psychiatrist, as the case may be, are 
faced with a combination of somatic complaint and emotional disturbance which makes successful treatment 
even more difficult. 

“Psychology of Physical Illness” is the first book to deal with these problems in a straightforward 
and practical manner. It will be of immediate value to all concerned with the bodily and mental welfare of 


patients. 
248 pp., $5.50 


Please send, on approval, the following: 
{| Check enclosed (| Charge my account 


GS, GRUNE & STRATTON, INC. 


381 Fourth Avenue New York 16, N.Y. 
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A GROUP METHOD FOR THE RAPID SCREENING OF CHRONIC 
PSYCHIATRIC PATIENTS‘ 
LEON L. RACKOW, M.D., PETER J. NAPOLI, Ep. D.. SEYMOUR G. KLEBANOFF, Pu. D., 
ARNOLD A. SCHILLINGER, M.D. 
Montrose, N. Y. 


The problem of establishing adequate treat- 
ment programs for chronic patients in large 
modern mental hospitals is usually, and best, 
solved by setting up an integrated program 
of group therapy and auxiliary group activi- 
ties, such as occupational therapy, manual 
arts therapy, corrective therapy, music, arts 
and crafts, recreation, and athletic activities. 
In order to do this well and to maintain a 
smoothly functioning organization, the prob- 
lems of therapy planning, ward administra- 
tion, and proper classification of patients 
must be considered. Experience shows that 
such an over-all program for the treatment 
of chronic psychiatric patients, in order to 
include the greatest possible number, is most 
easily administered if the patients are so 
classified by behavior and psychopathology 
that each ward or hospital section has on it 
patients of similar therapeutic potential. This 
facilitates scheduling these activities, assign- 
ing therapeutically effective groups of pa- 
tients to them, and escorting the groups to 
and from the treatment rooms. When pa- 
tients of the same level of treatability are 
scattered throughout the hospital, problems 
in these spheres needlessly complicate the 
administration of an effective program. 

The necessity of classifying patients into 
various sections of the hospital so that an 
adequate therapy program might be planned 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, New 
Jersey, May 12-16, 1952. 

From the Franklin Delano Roosevelt Veterans 
Administration Hospital, Montrose, New York, 
and the Department of Psychiatry, Cornell Uni- 
versity Medical College. 

Published with permission of the Department of 
Medicine and Surgery, Veterans Administration, 
which assumc: no responsibility for the opinions ex- 
pressed or conclusions drawn by the authors. 

The authors acknowledge the valuable assistance 
of Jerome L. Singer, Ph.D.; George D. Goldman, 
Ph.D.; Harold Wilensky, Ph.D.; Robert B. Ha- 
good, M.D.; Maurice Pachter, M.D.; Sam M. 
Seitz, M. D.; and Paul Wenger, M. D. 


and instituted was presented to us when our 
hospital was opened and the major portion of 
2,000 psychiatric patients was admitted in 
a relatively short time. A similar problem 
would be presented during a national emer- 
gency if it were necessary to evacuate certain 
hospitals and transfer the patients to other 
places. Our patients were transferred from 
state and Veterans Administration psychi- 
atric hospitals, and it became imperative to 
evaluate them for assignment into various 
buildings and wards as quickly as possible so 
that a treatment program could be started 
without delay. The patients were unknown 
to our psychiatric staff and arrived in such 
large numbers that it was impossible to make 
a detailed study of each one. We found that 
the assignment of patients to a ward as a 
matter of convenience resulted in so much 
transfer and retransfer between the different 
hospital sections that there was a constant 
disturbance of the patients and a feeling of 
unrest and instability among the personnel. 

The desirability of having a personality 
evaluation technique that would provide a 
rapid screening of chronic psychiatric pa- 
tients was clearly evident. Since the pressure 
of work was great and there was limited 
trained personnel available, it seemed expe- 
dient to perform this evaluation program in 
a group setting. A review of existing per- 
sonality rating scales seemed to contribute 
little to the problem since these were done on 
an individual basis and each of them con- 
sumed a considerable amount of time. Some 
became, more or less, abstracts of the clinical 
record. Further, these rating scales failed to 
take into account the remaining socialization 
processes of chronic psychotic patients, which 
we feel lend themselves to better evaluation in 
a group method. Such information would be 
valuable in large psychiatric hospitals where 
dynamic integrated treatment programs are 
established. A periodic retest of the patient 
population by this method could give a com- 
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parative evaluation of the chronic psychiatric 
patient in view of the spontaneous changes 
that can occur in these patients together with 
the changes produced by the various forms 
of therapy. It would indicate that a flux or 
change occurred on a continued treatment 
service and demonstrate that there is move- 
ment in a chronic psychiatric patient pop- 
ulation. This could be of value to the ward 
psychiatrist, who because of all his other 
responsibilities is usually able to know inti- 
mately only some of the patients under his 
care. He must rely for assistance in making 
his decisions upon reports by nursing and at- 
tendant personnel for much of his estimate 
of the condition of many of the patients on 
his ward or service. It is difficult for ward 
personnel to give unbiased opinions concern- 
ing improvement or lack of improvement of 
psychiatric patients. All too often such opin- 
ions are colored by the patients’ behavior on 
the ward, with the one who presents the least 
amount of ward-care problem being consid- 
ered the best patient, when therapeutically 
this situation might not be accurate. Thus, 
the ward psychiatrist might not have reports 
brought to his attention about some patients 
who are progressing, or regressing in their 
potentialities, so that they could be put in a 
dynamic program and be transferred to more 
active treatment wards as they are able to 
support increased responsibilities and pres- 
sures. 


PROCEDURE 


A rating scale of 7 criteria was devised. 
From our experience and from a survey of 
the literature it is felt that they indicate the 
important aspects of the personality of the 
chronic psychiatric patient in a mental hos- 
pital population. These are the factors to be 
evaluated in planning and prescribing an in- 
tegrated treatment program for such patients. 
Each of these 7 criteria is defined so that the 
raters can be accurate in their evaluation and 
they are scored on a quantitative 5-point scale 
from zero through four (Fig. 1). The result- 
ant total score may then be used to determine 
the assignment of the patient to one of the 
various buildings and wards best suited for 
his treatment. This rating scale of 7 clinical 
criteria is devised for the chronic psychiatric 
population of a mental hospital. A final score 


of zero would indicate a patient who was 
physically alive, but psychically completely 
unresponsive to environmental stimuli, as a 
patient in a state of rigid catatonia. A total 
score of 28 would indicate a patient who is 
suitable for the highest activity ward in the 
hospital, for individual therapy, or for early 
planning for discharge. 

The 7 criteria are as follows: 

1. Reality Testing: The general ability to 
recognize, appraise, judge, and test critically 
the environment and his relationship to it 


1. Reality Testing 


2. Emotionality 


3. Communication 


4. Human Relationships.... 


5. Aspirations 


6. Manifest Overt Behavior. 


7. Intellectual Functioning. . 


Wir Wis Wl Wis 


Total — 
Fic. 1.—The rating scale. 


(as shown by his insight, orientation, judg- 
ment, differentiation between abstract and 
concrete thinking, etc.). 

2. Emotionality : The individual’s sensitiv- 
ity to emotional stimuli, appropriateness, and 
tone of reaction to the emotion-provoking 
stimulus of the situation, facility and willing- 
ness to contribute to the group. 

3. Communication: The apparent effort of 
the individual and degree of his participation 
in the group on a verbal or nonverbal level ; 
his feelings and reactions (emotional or in 
thought) to the stimulus presented. 

4. Human Relations : The ease and warmth 
with which the individual adapts himself to 
the spirit and action of the group session. 

5. Aspirations: Degree of motivation and 
level of goals reflected toward the individual’s 
own recovery and return to the home and 
community. 

6. Manifest Overt Behavior: Those atti- 
tudes of cooperativeness and attentiveness as 
well as expressive movements, gestures, and 
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other motor activities demonstrated during 
the session. 

7. Intellectual Functioning: The present 
level of intellectual functioning as gathered 
from the individual’s attention, memory, com- 
prehension, vocabulary, concentration, and 
evaluations of the stimulus presented. 

The overlapping in the definitions of sev- 
eral of the items is acknowledged, but it is the 
total score that is significant even though the 
individual ratings may overlap, since it is not 
possible to score some of these criteria with- 
out including some aspects of others. The 
over-all evaluation is the important point 
since it is on this that the patients are placed 
in the hospital community. The rating scale 
is not used in certain groups of patients whose 
place in the hospital is automatically deter- 
mined because of physical disabilities, sui- 
cidal or homicidal drives, soiling and elope- 
ment tendencies. When these have been cor- 
rected the patients could then be screened for 
a place in the unrestricted activity program. 


TECHNIQUE 


The ratings are performed in 2 group ses- 
sions, which occur one week apart. Ten pa- 
tients are selected as an adequate number to 
handle for testing at one time and are seated 
in a semicircle around the interviewers. The 
group sessions are structured interviews 
wherein the second session is used primarily 
to corroborate the findings of the first one 
and to eliminate any error caused by an epi- 
sodic upset that might have been present in 
a patient during the first session. At the start 
of the first session a brief orientation is given 
by one of the 2 raters: “We are getting to- 
gether to know each other better and to help 
you do the things you like and want to do. 
We would like to change the things that you 
do not like to do and make your hospital stay 
as pleasant as possible and to help you go 
home sooner.” The session then proceeds 
with the statement : “In order to do this there 
are some things we have to talk about. Let’s 
start knowing each other by telling who we 
are. My name is Dr. Rackow and this is Dr. 
Napoli. What is your name?” The structured 
session proceeds and 10 questions are asked 
(see below), each patient answering each 
question in rotation. If any one patient! an- 
swers spontaneously he is allowed to do so 


and then the question is carried around the 
circle of patients. The questions are directed 
alternately to the patient at each end of the 
semicircle to prevent formation of a spatial 
pattern and thus favor the rating of any one 
patient. One of the 2 interviewers records 
the answers and any items of unusual be- 
havior and mannerisms noted at this time. 

One week later a second session is held by 
a second team of interviewers. The orienta- 
tion at this time consists of, “Last time you 
met you remember you were talking about 
getting yourselves to go home sooner. You 
got to know each other by name. You talked 
about how we spend our day at the hospital. 
You talked about what we are going to do 
when we go home. Today let’s start by telling 
again who we are. My name is Dr. Klebanoff 
and this is Dr. Schillinger,” and the rating 
procedure is again followed through with the 
same 10 questions : 


a. What is your name? (around the group) 

b. How old are you? 

c. Do you know the name of this hospital? 

d. How long have you been in this hospital ? 

e. Tell us why you came to this hospital ? 

f. Tell us how you spend your day in the hospital ? 

g. Do you like it here? Tell us more. Go on... . 

h. Do you like going to the movies and the parties 
we have here? 

i. What are you going to do when you leave the 
hospital ? 

j. What do you think you will be doing a year 
from now? 


A group atmosphere is encouraged in 
which the patients identify with each other 
and thus bring out any remnants of socializa- 
tion left in these chronic psychiatric patients. 
The questions have been structured to cover 
the information needed for rating the 7 cri- 
teria as defined. Usually the session is limited 
to these 10 questions, but very occasionally 
encouraging questions are asked by the raters 
in order to clarify certain answers and to en- 
hance group cohesion. There is no attempt to 
determine a quantitative score. The rating is 
qualitatively determined, based on the dy- 
namic understanding of the patient in the 
group atmosphere. As examples of the pro- 
cedure, patients with low, middle, and high 
scores are presented : 


A. A young World War II veteran who was neat 
and clean came to the room willingly, sat erectly 
in his chair, made no verbal responses, had a con- 
tinual half-smile, almost smirk, on his face through- 
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out the session. In reply to the questions h- ould 
occasionally nod, “Yes,” or shake his head, “No,” 
put his fingers across his lips as though to indicate, 
“hush.” Toward the end of the session he put a 
cigarette in his mouth, got a light from another 
patient’s cigarette and gave that patient and one of 
the interviewers, who had offered his cigarette 
lighter, a cigarette each in payment for their serv- 
ices. When the interviewer returned the cigarette, 
the patient in a few minutes walked over to him and 
gave him the cigarette again. He was rated as illus- 
trated because he was apparently aware of his 
surroundings, communicated in a nonverbal way, 
made some attempt at interaction with the others 
in the group, was minimally cooperative, and 
showed evidence of understanding the situation. 
His total score was 5. (Fig. 2). 


2. Emotionality .......... 

6. Manifest Overt Behavior. 

7. Intellectual Functioning.. 

Total — 5 


Fic. 2.—Rating of Patient A. 


B. A middle-aged World War II veteran who 
was fairly neat and clean, extremely cooperative, 
talking at great lengths in response to each ques- 
tion. Occasionally he was not attentive when other 
patients were replying, while at other times he 
seemed to partake in the group activity. In reply 
to the questions he was fairly accurate, was quite 
delusional about his reason for coming to the hos- 
pital, and had inadequate plans about what he would 
do when he left the hospital. He was rated low on 
reality testing, relationships, and aspirations because 
of his delusional thinking and bizarre plans for the 
future. His method of communication was above 
average. He received a total score of 12 (Fig. 3). 

C. A young World War II veteran, very neat 
and clean, who answered all questions very well. He 
indicated that he worked on the “In and Out” Desk 
of the hospital library. He stated that he came to 
the hospital to get help because he couldn’t keep on 
working, and in reply to questions about future 
planning he indicated that he would like to return 
to his Post Office job. “If you push me I can go 
out, I am worried, I need a push or I will be here 
for ever.” Patient stated further, “I don’t like it 
here, but if I have to be here, I make the best of it.” 


He was rated in the middle of the scale on aspira- 
tion because of his poor planning for the future and 
similarly for reality because of his inability to 
accept his relationship to his illness and environ- 
ment. He scored about average in emotion and 
human relationships and high in communication, be- 
havior, and intellectual functioning. He scored a 
total of 22 points (Fig. 4). 


1. Reality Testing......... 
2. Emotionality ............ 
3. Communication ......... 
4. Human Relationships.... 
2458 
5. Aspirations ........ 
6. Manifest Overt Behavior. 
7. Intellectual Functioning.. 
Total — 12 
Fic. 3.—Rating of Patient B. 
ay 
2. Emotionality ....... 
2 
4. Human Relationships... 
bas 
6. Manifest Overt Behavior. 
7. Intellectual Functioning... 
Total — 22 


Fic. 4.—Rating of Patient C. 


RESULTS 


In this preliminary study 100 chronic male 
psychiatric patients were rated by the method 
described and a statistical evaluation of the 
results was made. Each rating team con- 
sisted of two persons. One team consisted 
of a psychiatrist and psychologist who 
tested all 100 patients in groups of 10. A 
second team, also a psychiatrist and a psy- 
chologist, retested 50 of the patients and the 
other 50 were tested by 2 psychologists. The 
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final rating scores of the first team were 
checked against those of the other teams and 
showed close correlation in both total scores 
and rank order of the patients in each group. 
The procedure is statistically reliable since 
each team is rating each of the 7 criteria in 
the same way. The reliability as determined 
by the Pearson product moment coefficient of 
correlation is 0.77, which is statistically sig- 
nificant, The validity of the procedure is also 
significant. The scores of the rating teams 
were compared to the rating of each patient 
by his own psychiatrist. Each doctor was 
briefly oriented and asked to rate his patients 
on the same rating scale used in the study, 
from his knowledge of the patient after more 
than a year’s observation on his ward. The 
results correlated well, demonstrating that 
this rating scale closely equalled the psychi- 
atrist’s long-term evaluation of his patient. 
The coefficients of validity for the 2 rating 
teams were 0.71 and 0.70. 


DISCUSSION 


This is an exploratory study to demon- 
strate the reliability and validity of this tech- 
nique. The procedure is rapid and in actual 
practice each interview takes only 40 to 45 
minutes with approximately 10 minutes for 
final rating by the 2 interviewers. The total 
time for the 2 sessions is therefore approxi- 
mately Io to 12 minutes per patient, as con- 
trasted with the hours necessary for a satis- 
factory clinical psychiatric and psychological 
evaluation. The technique provides informa- 
tion about the patients’ 24-hour conduct on 
the ward, information readily obtained dur- 
ing a doctor-patient interview. In effect, it 
evaluates the patients’ degree of ability to 
function in a social group, which a 24-hour 
behavior scale cannot do. Further, the stress 
caused by the rigidity of structured questions 
enhances the patients’ productivity of emo- 
tional preoccupations and thinking disturb- 
ances. We get a 10-statement summary of 
the patient’s clinical history in his own func- 
tional method of communication. The tech- 
nique is simple and is therefore valuable 
when the limited amount of trained personnel 
available is considered. It can be conducted 
by psychologists who have a dynamic orienta- 


tion and who have received a brief indoctrina- 
tion into the method. 

The validity coefficient was obtained by 
comparing the results of the rating scale with 
the opinions of different psychiatrists on the 
hospital staff. These were a heterogeneous 
group, representing different schools of psy- 
chiatric training and orientation. This un- 
doubtedly affected their ratings of the patient, 
but still there was significant correlation. A 
team of psychologists who cooperated in test- 
ing the rating scale were given only the brief- 
est orientation about the method and reliance 
was placed on their dynamic background. 
Likewise, only the briefest orientation was 
given to the ward psychiatrists when they 
were asked to evaluate the patients for val- 
idation of the results. The findings in this 
preliminary study, both as to reliability of the 
technique and validity of the resulting ratings, 
are of siifficient correlation to be statistically 
significant. Since a correlation coefficient of 
0.40 in any small-sample study of psychologi- 
cal procedures offers good hope for pursuing 
that study, our obtained coefficient of 0.77 far 
exceeds the minimal objective statistical test 
requirements. The findings are also consist- 
ent with the clinical records of the actions of 
the patients rated in their daily conduct on the 
ward. Those patients who had difficulty in 
entering into the group spirit during the rat- 
ing interview did not readily enter into group 
therapy sessions or any auxiliary treatment 
groups in their daily treatment programs. 

This group technique of evaluating chronic 
psychiatric patients is basically sound since 
it takes into account the social and interper- 
sonal adjustment of these patients, which con- 
stitutes in essence a primary remaining asset. 
This facet of the chronic psychiatric patient 
may be therapeutically manipulated more 
than his individual personality structure. It 
is a common experience to note in the group 
psychotherapy of schizophrenic patients their 
desire to relate to the group. It is important 
for patients to show this desire to relate to 
each other in group activities if any thera- 
peutic effect is to be derived from their treat-, 
ment program. Further papers are planned 
and will describe the use and practical appli- 
cation of this group screening technique. 
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SUMMARY 


The problem of the classification and treat- 
ment of the chronic psychiatric patient con- 
stitutes a critical situation in all large neuro- 
psychiatric hospitals. A group method for the 
rapid screening of such patients is presented. 
This scale is statistically reliable and valid. 
Neuropsychiatric hospitals could well employ 
this technique in a periodic evaluation of 
their patients toward a more effective treat- 
ment and management program in view of 
the changes that can occur spontaneously or 
as a result of treatment in these patients ; and 
as a demonstration of a constant state of flux, 
rather than stagnation, that can exist in a 
chronic psychiatric hospital population. The 


advantage of the group rating over an indi- 
vidual method is that it permits more rapid 
evaluation of a greater number of patients. 
The group method also permits the evaluation 
of social and interpersonal adjustment, which 
if present may be utilized as a vital remain- 
ing fundamental asset of the chronic psychi- 
atric patient. This scale may also be of prog- 
nostic value since it may be used as an ef- 
fective tool in the planning and evaluation of 
adjunctive therapies. It is economical to use 
since it can be conducted by nonmedical per- 
sonnel, such as psychologists of dynamic ori- 
entation. The results of this pilot study have 
been so encouraging that additional ones are 
planned about many aspects of the chronic 
psychotic patient. 
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SOME PERSISTENT PROBLEMS IN THE EPIDEMIOLOGY OF 
MENTAL DISORDERS ' 


H. WARREN DUNHAM, Pu.D., Derrort, Micu. 


The epidemiology of certain physical dis- 
eases has been of concern to the public health 
officer almost from the very beginning of 
public health work in the United States. In 
fact, as is well known in public health circles, 
the epidemiological study of a physical dis- 
ease has often been the forerunner of control 
and eventually of prevention of that disease. 
With respect to the so-called mental diseases, 
it is only recently, since the end of World 
War II, that certain psychiatrists and public 
health physicians have expressed an interest 
in the development of these studies. Their 
interest has reflected the possibility that such 
studies might prove useful in the prevention 
of these very puzzling personality and mental 
disturbances. Prior to this recently developed 
interest certain sociologists were making 
studies of the distribution of different types 
of mental diseases, generally based upon the 


diagnoses that had been given by state hos- 


pital psychiatrists.* Even prior to these 
studies various isolated epidemiological in- 
vestigations of “insanity” are to be found 
scattered through the literature(4-%). But 
these studies, without exception, give no 
recognition to the different types of mental 
disease, nor were they in a position to do so, 
considering the infant state of psychiatry, the 
poor quality of most hospital records, and the 
general public apathy to mental illness. 

The studies of the sociologists during the 
last 2 decades can be taken as the most 
significant efforts to date in throwing light 
on the epidemiology of mental disorder. 


1 Presented at the conference on Mental Health 
in Community Health Problems, conducted by the 
School of Public Health of the University of Michi- 
gan, March 27 and 28, 1952. 

From Wayne University. 

2See papers presented at the 1949 annual con- 
ference of the Milbank Memorial Fund, November 
16-17, 1949, and reported in reference. However, it 
should be noted that H. B. Elkind states that epi- 
demiological studies of mental disease in public 
health began in 1916 in New York with the work of 
H. Pollock, W. Treadway, and R. G. Fuller. See 
reference 2. 

8 A review of all these studies is to be found in 
reference 3. 


In making these studies, however, the 
sociologist had objectives and purposes that 
differed somewhat from those of the psy- 
chiatrist and public health officer. Within 
his own frame of reference the sociologist 
was interested in examining the possibility of 
social causation with respect to mental dis- 
ease, particularly those mental disorders that 
presumably had no discovered or demonstra- 
ble organic basis, namely, the so-called func- 
tional psychoses, particularly the schizophre- 
nias and the manic-depressive psychoses. In 
line with this objective, the major kind 
of evidence from which certain hypotheses 
might be inferred was presented in the form 
of significant statistical rate differentials be- 
tween census tracts, local communities of 
large cities or counties in rural areas. From 
our study(9) of the distribution of mental 
diseases in Chicago 3 findings stand out that 
subsequently have been substantiated for 
other cities by other investigators(10). These 
findings are as follows: 

1. That all types of mental disorder show 
a pattern of distribution within the city 
where the high rates are concentrated in and 
around the central business district with the 
rates declining in every direction toward the 
periphery. 

2. That the schizophrenic rates show a 
pattern of distribution very similar to that 
of all types of mental disorder. 

3. That the schizophrenic rates for every 
series form patterns with the high-rates at 
the center of the city in areas of low economic 
status, and with rates declining to the lowest 
rates on the periphery of the city, while the 
manic-depressive rates for every series show 
a much wider scatter within the city and a 
tendency for positive correlations with areas 
of relatively high social-economic status. 

The excitement these findings engendered 
in some quarters among psychiatrists and so- 
ciologists has hardly abated as yet and pro- 
vides thé setting for the persistent questions 
constantly cropping up in one guise or an- 
other, with respect to the epidemiological 
study of mental disorder. These problems 
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that still confront us might be classified as 
follows: (1) problems of data, (2) problems 
of technique, and (3) problems of interpreta- 
tion. 

Before launching into a consideration of 
the special problems in each of these cate- 
gories, it is necessary to face squarely the 
chief issue that these epidemiological studies 
have initiated. Are statistically significant 
rate differentials between local districts of a 
given geographical area actually caused by 
differences in the very texture of social life 
or are such rate differentials caused merely 
by the selection of cases, by the mobility of 
cases, by statistical manipulations of the data, 
or by a combination of these elements? This 
is a real 64-dollar question. The answer that 
is eventually validated will affect the theoreti- 
cal orientation of psychiatry, the role of the 
social sciences in this area, and the kind of 
preventive programs that must emerge. One 
can perhaps sense the crucial significance of 
this question when I call your attention 
to the fact that, when our epidemiological 
studies of mental disorders first appeared, 
they were subject to violent attack by the 
psychiatrists and every possible objection 
was raised in order to explain away the find- 
ings. For it must be readily seen that if the 
widely current psychiatric formulations con- 
cerning mental diseases were at least partially 
valid—namely, biological inheritance, dis- 
eases of the central nervous system, toxic 
influences, glandular dysfunctions, or various 
structural pathologies—then certainly there 
should be no significant statistical differences 
in the incidence of these diseases in the var- 
ious geographical divisions or social strata 
of a human society. The fact that such dif- 
ferences were shown to exist made it neces- 
sary to examine every possible contingency in 
order to see if the rate differences could be 
made to disappear. Thus, hypotheses center- 
ing around the cases selected, mobility of 
cases in the city, transient areas, and statisti- 
cal errors were all advanced as possibilities 
for decreasing the differences as found. I 
have analyzed these hypotheses elsewhere (3) 
and consequently do not wish to present them 
here. Sufficient it is to say that they have 
been critically analyzed, and while each has 
a certain rationale they have not, singly or 
taken together, been able to eradicate the rate 
differences as found particularly for the 


“functional” psychoses that the epidemio- 
logical studies revealed. However, the argu- 
ment and debate that have ensued as a result 
have succeeded in calling attention to certain 
persistent problems in the epidemiological 
study of mental disorder that I wish to dis- 
cuss. 


PROBLEMS OF DATA 


Certain problems immediately face the 
worker who attempts to collect a series of 
mental cases in order to discover the nature 
of their distribution within a given geographi- 
cal area. These problems include (1) the 
definition of a case, (2) the age spread of 
the cases, (3) the validity of the diagnosis, 
(4) the variety of types, and (5) the mobility 
of cases. 

When we raise the question as to what 
constitutes a case, we are hitting at the vital 
problem in the epidemiological study of men- 
tal disorder. The problem is frequently stated 
in this fashion (see references 11, 12) : How 
far can we go in accepting first admissions 
to mental hospitals as an index of the true 
incidence of mental disease in a community ? 
It is not necessary that hospital admissions 
represent all the persons who may be psy- 
chotic in the community, but for studies of 
incidence they should be an adequate index 
of the true proportion of cases in the universe 
or in the various districts or social strata 
in the community. In other words, can the 
extent of the universe of “cases” be deter- 
mined ? 

Let us, in order to explore this problem 
further, rule out of consideration the “or- 
ganic” psychoses and, in fact, all psychoses 
but schizophrenia, which is not only a most 
puzzling disorder but also because of its fre- 
quency a most pressing public health prob- 
lem. Now in any plan for case detection 
there are 2 possible positions that can be 
taken. One can hold, as many psychiatrists 
do, that schizophrenia is a pretty specific dis- 
order whether due to biological, endocrine, 
toxic, or emotional origin, that a person 
either has it or he does not, and that an ex- 
amination and diagnosis can be made irre- 
spective of time, place, or social situation. 
Some of these persons go to hospitals ; others, 
for numerous reasons, do not. Or one can 
hold that schizophrenia is a name given to a 
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variety of distortions in the realms of think- 
ing, feeling, and acting, in the development 
of which the person appears to be cut off 
from linguistic contact with others and so 
displays a marked change of personality. 
However, the extent to which a personality 
change has taken place is determined by the 
judgment of the person’s family, friends, and 
other associates. Such a judgment brings 
about hospitalization immediately or in the 
not-too-distant future. This latter position 
ties society to the body-mind axis and indi- 
cates that the thinking, feeling, and acting 
distortions that are noted in the person are 
observed precisely because he is seen from 
the context of some undetermined type of 
interpersonal relationships and that in some 
different context of interpersonal relation- 
ships these same distortions would be viewed 
by others in a different light and result in a 
different social judgment.* 

From this first conception of schizophrenia 
marked rate differentials between communi- 
ties, census tracts, or other divisions within 
a given geographical area are likely to be re- 
garded as a statistical illusion. It is argued 
that if careful case-finding methods were 
employed many cases would be brought to 
light in the area that had not been hospital- 
ized but that would reduce to statistical non- 
significance the rate differentials between dis- 
tricts(16). Consequently, it is maintained 
that first admissions to public mental hos- 
pitals do not provide a true picture of the uni- 
verse of schizophrenics but admissions to 
private hospitals, outpatient clinics, and pri- 
vate psychiatrists’ offices must be tapped as 
well as those persons with schizophrenia 
living in the community but neither in con- 
tact with any of the above community re- 
sources nor hospitalized.® 

In terms of the second conception of schiz- 
ophrenia, the marked rate differentials found 
to exist between districts of a given geo- 


#For an early thoughtful statement by an an- 
thropologist on this issue, see reference 13. See 
also 14, I5. 

5It seems appropriate to note here that the non- 
hospitalized psychotics must be heavily concentrated 
in the low-rate areas if the rate pattern is to be 
changed significantly. If there are just as many 
psychotics outside the hospital as in the hospital, as 
has been claimed, and this proportion holds for 
each local area then it can readily be seen that the 
rate pattern would not show any changes. 


graphical area become a measure of the ex- 
tent to which the people in the various local 
areas tolerate or accept, repel or reject,® cer- 
tain persons with peculiar thinking forms, 
feeling tones, and conduct patterns that in a 
psychiatrist’s office might produce a diag- 
nostic label but in the local community may 
either become blended with the total complex 
of response patterns found there or represent 
signs of “screwiness,’ “shaky brains,” or 
“nervous breakdowns.” In the latter case, a 
person is “sick” when he is placed in a hos- 
pital by family and friends or enters volun- 
tarily ; in the former case, he is not sick if 
he does not enter voluntarily or is not com- 
mitted to a hospital. Consequently, a rate 
based upon hospital first admissions becomes 
a measure of the “true” incidence of schizo- 
phrenia for a local district. From this per- 
spective, the rate differentials represent dif- 
ferences in the degree of toleration for 
persons with schizophrenic symptoms for the 
different districts of a given geographical 
area.’ Here I should say that it is not diffi- 
cult for me to sense the objections to this 
analysis, but my purpose is not to solve this 
difficulty but to sharpen the issue as it has 
been debated during the past 15 years. 
From this analysis—that the social judg- 
ments of persons in the community as to who 
is sick represent a measure of the incidence 
of the schizophrenic disorder—certain pre- 
dictions can be made that could be subjected 
to appropriate tests in the future. First, I 
would predict that cases, eventually labeled 
as schizophrenia, committed to hospitals from 
high-rate local areas, excluding definite tran- 
sient areas, would be (1) cases that are less 
severe in terms of the potential personality 


6 Mary Bess Owen has suggested this possibility 
as an explanation for our reported patterns of 
schizophrenic rates. See reference 17. 

7In this discussion, we are ignoring the problem 
presented by inadequate hospital facilities for a given 
community and are assuming that adequate hospital 
facilities are always present, which, of course, is 
far from the case in most communities. However, 
in a community where hospital facilities are not 
adequate it merely means that the most serious and 
severe cases will be selected for prolonged hospitali- 
zation. Other cases fourd as sick in the social 
judgment of family members and friends will get to 
a receiving or psychopathic hospital, only to be 
forced back into the community because of the lack 
of hospital space. Hospital beds are increased by 
the communities under such pressures. 
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ravages of schizophrenia and (2) cases where 
the duration of the disorder before hospitali- 
zation is of relatively short duration. Con- 
versely, I would predict that such cases 
committed to hospitals from low-rate areas 
would be (1) cases of greater severity and 
(2) cases where the duration of ,the disorder 
before hospitalization is relatixely long. If 
these predictions held up, one might expect, 
all other things being equal, which they are 
not, that the high-rate areas would have a 
greater proportion of discharges or cases re- 
sponding favorably to the therapeutic efforts 
of the hospital. If the discharge rates from 
hospitals prove to be higher in these high- 
rate areas, one would also expect the rate of 
hospital readmissions to be higher from these 
same areas, for it is in these areas that the 
competitive struggle is more sharp, more bit- 
ter, and more crude. Such predictions would 
not be applicable to those rare communities 
that may have had a psychiatric renaissance 
in the sense of the multiplication of psychia- 
trists, outpatient clinics, community psychi- 
atric hospitals, and other facilities designed 
to cope with the mental health problem. 

The fact that the age span in most psy- 
choses is rather large poses special difficul- 
ties. True it is that the age span varies in 
the different psychoses but, if again we con- 
fine our consideration to the schizophrenic 
psychoses, we can see the special problems 
created by this fact. The age span of first 
admissions for the schizophrenias ranges 
from 15 years to over 65 years of age. Evi- 
dence seems to indicate that persons experi- 
encing acute onsets, like catatonics, are ad- 
mitted to hospitals sometime close to onset 
while persons experiencing a gradual onset, 
like paranoids, are selected out for hospitali- 
zation much later in their lives. With respect 
to epidemiological work 2 questions are per- 
tinent: (1) Are first admissions of older 
persons actually first admissions? (2) Have 
such older persons resided more or less con- 
tinuously during their lives in the districts 
from which they are committed? It might 
bring some fruitful results if in epidemiologi- 
cal studies attention were focused upon the 
distribution of younger schizophrenics in or- 
der to discover if rate differentials between 
districts are significant enough to pin down 
unfavorable psychological climates for youth. 


Such attention might help to answer the con- 
troversy over “what constitutes a case.” 

The problem of the validity of diagnosis 
is always present in the epidemiology of 
mental disorder—and particularly is it pres- 
ent with respect to the “functional” psy- 
choses. The fact that no objective basis 
exists for making diagnosis in these cases, 
except by exclusion, means that the positive 
side of the diagnosis is a matter of descrip- 
tion and inference concerning symptomatol- 
ogy and further interpretation of the in- 
ferences taken together. This situation has 
caused some psychiatrists, such as Dr. Robert 
Knight(18), to discourage epidemiological 
studies of the “functional” psychoses, except 
for administrative purposes, until the clinician 
has been able to arrive at some valid judg- 
ments concerning the etiology of these dis- 
orders. Such a position points clearly to 
the assumption that Dr. Knight is making, 
namely, that these “functional” disorders are 
either hereditary in origin or the outcome of 
some specific organic pathological process. 
If their origin is tied to the psychodynamics 
of personality development, as many psychi- 
atrists hold, then, by all means, the epidemio- 
logical studies should continue because the 
psychodynamics of personal growth is tied 
closely, both in form and content, to the very 
texture of interpersonal relationships as they 
function within a given type of societal or- 
ganization. _ 

I remember 20 years ago when the psychi- 
atrists first looked at our maps showing the 
distributions of schizophrenia they shook 
their heads and said, “Well, after all, these 
diagnoses are not very reliable,” but I also 
noted in the context of other discussions they 
would often defend their diagnoses as being 
something quite definite and with a minimum 
of error. One can take his choice ; the prob- 
lem will probably not be settled until agree- 
ment is obtained on the etiological process. 
Meanwhile it seems that epidemiological work 
in the “functional” psychoses still has the 
possibility of sharpening up our conceptions 
of these mental disorders and of providing 
us with clues for social factors that may play 
a role in both their development and onset. 

The variety of types described in psychi- 
atric nosology poses special problems for the 
epidemiologist. As is well known, the great 
incidence of mental disease is made up by the 
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“functional” group, which constitutes ap- 
proximately 50% of all first admissions to 
mental hospitals for any one year in the 
United States. When to this group is added 
the psychoses of advanced age, namely the 
senile psychoses and psychoses with cerebral 
arteriosclerosis, the total amounts to approxi- 
mately 75% of first admissions in the United 
States. The remaining 25% is distributed 
among 13 diagnostic categories, which, when 
broken down by states and sections within 
states, results in such a small number of 
cases in each diagnostic category as to dispel 
any notion of epidemic proportions for these 
remaining mental disturbances. However, it 
should be noted that, among these 13 cate- 
gories, general paralysis and alcoholic psy- 
choses manifest the largest number of first 
admissions. 

The question of priority of study among 
the psychoses is at least partially answered 
by the diagnostic concentration of cases. 
There is particular need for several careful 
comparative studies of the distribution of 
schizophrenia and manic-depressive psycho- 
ses to discover if the differences as found in 
Chicago and reported for other cities actu- 
ally stand up under careful scrutiny. The 
predictions about the aging of our population 
and the increase of mental disorder in the 
ages above 50 suggest a very important area 
for epidemiological study. In fact, this is 
just the group around which New York State 
has initiated its current mental health re- 
search in an effort to develop some kind of 
program aiming at prevention. 

The disruption and dislocation of com- 
munity life in the twentieth century pro- 
duced in part by the new technology of pro- 
duction, transportation, and communication, 
and in part by the burden that war and war 
preparation have placed on the nation, have 
created a situation that makes the computa- 
tion of rates for certain communities a rather 
uncertain matter and also enhances difficulties 
of interpretation and inference. We have be- 
come a nation of movers. More and more 
the number of people who are born into a 
community and live out their life span in that 
community is decreasing. This becomes quite 
pertinent with respect to mental disease, 
which strikes at any age above I5 years and 
often in a place far removed from the com- 
munity of origin. True, most states still 


employ the device of sending nonresidents 
who break down back to their state of legal 
residence, but this hardly applies to those 
who have established residence even though 
they have lived in a given community not 
much longer than the time the state requires 
for residence. For example, if one takes an 
area within a large city and computes a rate 
for schizophrenia, one would like to know if 
the number of cases on which the rate is 
based are persons who have resided in the 
community for a long time or have lodged 
there only temporarily. Certainly, the “ho- 
bohemia” areas of large cities are repositories 
for many of the failures, occupational mis- 
fits, and alcoholics, some of whom develop 
mental disturbances and on the face-sheets 
of the hospital records are recorded as resi- 
dents of these areas. Such areas have high 
schizophrenia rates; but it would be a grave 
error to infer that the social conditions of 
the area are of significance except in terms of 
precipitating outbreaks. 

Tietze, Lemkau, and Cooper(19) have 
shown rather conclusively that high rates of 
mental disturbances are to be accounted for 
by persons who move most frequently in com- 
parison to those who reside for a long period 
in the same house. What is more, they report 
that such rates are higher for intra-city mi- 
grants than migrants from other communi- 
ties. Even though population turnover in a 
given city district may affect the rate, the mo- 
bile persons have a higher rate of commitment 
than nonmobile persons. We need epidemio- 
logical studies of “functional” mental dis- 
orders that will take account of this tendency 
of persons to move around to see if we can 
pin down the fact that those who have not 
developed any stable community roots are 
likely to turn up with schizophrenic disorders. 
Whether schizophrenically predisposed per- 
sons move frequently or whether frequently 
moving persons are more prone to develop 
schizophrenia is still an open question. 

In fact, the mobility of persons in the 
population was one of the first explanations 
that the psychiatrists offered to explain the 
schizophrenic rate patterns as found. Now, 
as I have indicated, there may be some justi- 
fication for this view when applied to certain 
urban districts ; it does not, as I have pointed 
out elsewhere (9, p. 323), explain the high 
rates in other areas not filled with migrants 
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but with old residents. Only further study 
will place this factor in its proper perspective 
in relation to the distribution patterns of 
schizophrenic disorders. 


PROBLEMS OF TECHNIQUE 


The problems presented by the data are of 
a different order when we pass to problems 
relating to technique or data manipulation. 
These latter problems are largely a matter 
of making decisions about techniques to be 
used in organizing and analysing the data 
and would probably be of minor significance 
if the queries we have raised about the data 
could be given satisfactory answers. 

Perhaps the first problem that arises here 
is the decision to be made with respect to size 
of the geographical unit that one wishes to 
use for the computation of rates. The an- 
swer partially depends on the distribution 
of the population—its size and density. In 
large metropolitan cities a combination of 
contiguous census tracts into somewhat larger 
units which constitute natural communities 
developed and incorporated with the expan- 
sion of the city seems necessary and desir- 
able. In small cities the census tract might 
be used as a unit with the possibility of com- 
bining adjacent tracts that are culturally 
similar for the purpose of obtaining a larger 
population base. In rural areas combinations 
of census tracts or townships may serve as 
rate computational units. Intensive analyses 
of whatever unit may be selected as to both 
population and cultural characteristics is 
necessary as a prerequisite for getting at the 
significance of any pattern of rates that may 
emerge. 

Total rates should be broken down by age 
and sex specific rates for purpose of discover- 
ing if such breakdowns show consistency 
when compared to the total rate pattern. 
Such breakdowns may also serve to call at- 
tention to specific conditions within areas 
that should be subject to intensive examina- 
tion. I have already pointed to the possibili- 
ties inherent in studying intensively rate 
patterns formed by the distribution of youth- 
ful schizophrenics. Such studies might serve 
to bring us closer to the social situation and 
cultural climates that are unfavorable for the 
development of mental health. 

While such rate refinements may prove 


helpful and perhaps insightful, there is a 
need to develop distributions based on cate- 
gories that are seldom used as a basis for 
the epidemiological study of mental dis- 
order. I will mention 2 of these possibilities 
here. The first problem centers around the 
severity of the psychosis. One of the more 
puzzling riddles of the schizophrenic disorder 
is the short span of the disorder in some 
cases and the very long span of the disorder 
in other cases. The first group of patients 
stay only a short time in the hospital (6 to 18 
months), while the latter group may spend 
all their remaining adult years in the hospital. 
The public health official readily sees the shift 
from some of his early interests when he 
turns to mental disorder. Here, he is likely 
to be counting “number of days ill” rather 
than deaths as so often was the case with the 
studies of infectious and contagious diseases. 
It is necessary here to take some of the tools 
perfected by the psychologists for predicting 
outcome of the disease and then to compare 
the distribution of those cases for which a 
quick recovery is predicted to those for which 
a slow recovery is predicted(20). Such 
studies might aid in determining whether we 
are dealing with 2 different kinds of schizo- 
phrenia or of one kind but with certain condi- 
tions operating that help to produce a condi- 
tion of relative chronicity. 

Another possibility that might be used by 
the epidemiologists for the “functional” psy- 
choses is to study the distribution of specific 
symptoms rather than diagnostic categories. 
The only study I know of this type was done 
by Mandel and Irene Sherman in the 1930’s 
(21). Such a proposal, of course, makes it 
possible to set up a questionable dualism 
with respect to form and content of a given 
psychosis. Some would maintain that this 
procedure might bring us close to the role 
of the cultural milieu in determining content 
of the disorder; it also has the possibility of 
demonstrating that certain social worlds act- 
ing upon given psyches actually twist the 
personality or provide experiences that lead 
the person further and further away from 
the approved norms of thinking, feeling, and 
acting. What I am saying in these 2 illustra- 
tions is merely to suggest new ways for the 
manipulation of cases of mental disorder in 
relation to their environmental basis and to 
emphasize that, in dealing with these kinds of 
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personality disturbances that have their bio- 
logical, psychological, and sociological as- 
pects, we should not be content with the 
routine ways but attempt to develop new 
and ingenious procedures. 

Some insight may be gained concerning 
the patterns of distributions of various “func- 
tional” psychoses if the frequency distribu- 
tion of the rates is submitted to a statistical 
analysis. For example, if the nature of the 
social life in a particular geographical area 
under consideration has no causal significance 
with respect to the incidence of a psychosis 
then one might reasonably expect that the 
rate distribution would follow a normal prob- 
ability curve. On the other hand, if social 
conditions play a significant role in causation, 
then it seems highly probable that the rate 
distribution would be skewed. One can take 
the actual distribution and compare it with 
a theoretically expected distribution using a 
chi-square test to determine if the skewness 
in the actual distribution gives the pattern 
of rates a statistical significance. A statistical 
significance here would certainly argue that 
certain factors are at work in the various 
districts that serve to distort the expected 
normal probability curve. It is necessary 
also for the epidemiologist to check the rates 
by the standard-error measure to determine 
if the rates increase significantly in the di- 
rection the pattern indicates. 


PROBLEMS OF INTERPRETATION OF EPIDEMIO- 
LOGICAL FINDINGS 


This has been an extremely controversial 
area, and rightly so, because investigators 
have approached the findings from the per- 
spectives of different theoretical orientations. 
Those psychiatrists viewing mental disease 
as predominately due to biological inheritance 
or to a disease process in the organism have 
tended to view rate differentials for the vari- 
ous psychoses, but particularly schizophrenia, 
as due to mobility, a “statistical illusion,” 
case selection, or the like. The concentra- 
tions of cases must be explained away. Other 
psychiatrists with a psychoanalytic persua- 
sion either have not paid too much attention 
to these findings or have dismissed them as 
an elaboration of the obvious. Still others, 
generally those not committed to any final 
theory or more closely identified with public 


health, have tried to take the epidemiological 
findings as support for certain theoretical 
conceptions they were trying to develop. 
The first issue that arises in dealing with 
the problem of the interpretation of epi- 
demiological findings is whether the purpose 
or objective of the study has been sufficiently 
clarified at the outset. Conceivably such 
studies might have the purposes stated below, 
which are not necessarily mutually exclusive, 
but only in the sense that the investigator 
knows at the beginning what he is attempting 
to do. It is entirely possible that starting out 
with one objective the investigator may dis- 
cover groups and develop ideas that relate to 
one or another of the other objectives. This 
will all be to the good and enable him, at least 
in his summary, to point to some of the di- 
rections that further research might take. 
The purposes that have been used in the 
past and still may be useful in such study 
might include the following: (1) To use 
distribution patterns and mental disease as 
certain kinds of evidence for a study of a 
community itself; (2) to utilize such study 
as an aid in solving problems that adminis- 
trations face in the handling of public health 
issues as they may be related to mental dis- 
ease ; (3) to develop certain hypotheses con- 
cerning the role of social factors in the de- 
velopment of various kinds of mental dis- 
orders; and finally (4) to use such studies 
as a basis for the development of preventive 
programs. I would also remark that any one 
of these purposes might be centered in a de- 
sign that is experimental in character, for 
it is only through well-designed experiments 
that we shall advance our knowledge with 
respect to etiology, treatment, and prevention. 
Each one of these purposes might be elabo- 
rated further but it would carry us beyond 
the scope of this paper. It is sufficient to 
emphasize that the clarity of purpose care- 
fully stated at the outset of an investigation 
will facilitate a meaningful interpretation of 
rate patterns and differentials. In any specific 
context of objectives attention will eventually 
center on the selection for special study of 
examples of a high-rate and a low-rate area. 
While such special study may vary with the 
purpose, it is very likely to point to the need 
for focusing attention upon, and attempting 
to identify, the quantity and quality of, the 
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situations from which mental patients tend 
to come. 

We do wish, however, to illustrate the sig- 
nificance of social factors as they may play 
a role in the development of mental disorder 
by reference to Leighton’s proposal(22). We 
have already pointed to the accumulated 
evidence concerning the differential rates for 
all types of mental disorder and particularly 
for schizophrenia between districts in large 
American cities and also rural districts. 
Various indices that are correlated with these 
rate patterns would indicate that the inci- 
dence of mental disease appears to lie highest 
in those districts that apparently have the 
greatest amount of social tension, conflict, 
and stress. If this is so, reasons Leighton, 
then it might be desirable to take selected 
communities and analyse their social organi- 
zation, cultural patterns (values, beliefs, 
customs, class structures, status positions, 
sources of psychological stress, and the like) 
for the purpose of securing some significant 
quantitative differentiation between the com- 
munities with respect to these matters. To do 
this one must select factors and social situa- 
tions that current theory suggests may be re- 
lated to the development of mental disorders. 
Leighton suggests such factors as broken 
homes, rapid technological’ change, groups 
showing marked discrepancy between ex- 
pectancy and achievement, groups having 
conflicting social values, and groups facing 
the future with anxiety and uncertainty. It 
might then be possible to subject certain 
theories in this area to the crucial test. Will 
the incidence of mental disease be high where 
theory says it should be high and, conversely, 
will it be low where theory says it should be 
low? I understand that Dr. Leighton is 
currently engaged in attempting to conduct 
this kind of a test. 

This kind of experimentation is particu- 
larly needed in some epidemiological work 
if these studies in the mental health field are 
to have any justification as probes into etiol- 
ogy. There is one area, of course, in which 
the studies may yet earn a significant status 
and that is as a basis for the development of 
preventive work. In this sense they have 
dual roles to play. First, they may be used 
as a device for determining the type and lo- 
cation of preventive efforts. Secondly, they 
may be used as devices for measuring the re- 


sults of preventive efforts—whether such ef- 
forts take the form of curing personalities 
who have been ill or disturbed or of attempt- 
ing to prevent the breakdown of those who 
may be expected to develop mental disorders. 
There are many problems here, but I am only 
suggesting that, whatever we do in the future 
on a public health scale in this area, we pro- 
vide definite measures to evaluate our work 
and our results. To place our efforts on an 
experimental basis is not only good science 
but also good service to our community, state, 
and country. Epidemiological study may be 
only one arm of such evaluation but it will 
probably remain a necessary and fundamental 
one. 

In this paper I have tried to bring to atten- 
tion the results of the epidemiological study 
of mental disorder during the past 2 dec- 
ades and to indicate the problems that have 
emerged as a consequence. I have not tried 
even to indicate the ultimate answer except 
to maintain that some of the problems are 
persistent because men with different pro- 
fessional training use different concepts and 
become predisposed to different kinds of 
theories about the nature of man and factors 
that lie behind his behavioral disorders. Ac- 
cumulated evidence from more epidemio- 
logical studies of mental disorder will help 
point the way toward an evaluation of that 
theory that will be most useful in helping ex- 
plain these very puzzling disturbances in the 
nature and personality of man. Such evi- 
dence would enable us also to decide on the 
possible effectiveness of preventive programs. 
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INTENSIVE TREATMENT OF BACK-WARD PATIENTS— 
A CONTROLLED PILOT STUDY? 


E. F. GALIONI, M.D., ano F. H. ADAMS, M.D., Stockton, Ca.ip., 
AND 
F. F. TALLMAN, M.D., SacraMeNnto, CALir. 


On observing patients in the so-called back 
wards of state hospitals as a group, one is im- 
pressed by the fact that one of the major rea- 
sons they are there is their own lack of mo- 
tivation to return to the realities of a com- 
munity existence outside the hospital. Rarely 
do we hear a patient approach us with the 
question, “When will I be able to leave ?” that 
is so familiar in the more acute wards. 

Within recent years, efforts have been 
made by institutions throughout the country 
to intensify treatment of the chronic patient 
as one of the positive steps in attacking the 
problems of overcrowding and continuous ex- 
pansion of facilities to house them. We are 
all aware, however, that with an inadequate 
staff, in numbers and training, we cannot 
use our present treatment methods effec- 
tively and that, in this sense perhaps, we are 
contributing to the lack of motivation found 
in our “chronic” patients. 

In California the Department of Mental 
Hygiene conducted a study at the Stockton 
State Hospital for 18 months to attack this 
problem. Its primary objectives were as fol- 
lows: 

1. Will more adequate staffing with in- 
tensified use of the common present-day 
treatment procedures bring about sufficient 
improvement in a group of chronic patients 
to permit some of them to return to the com- 
munity ? 

2. What is an “adequate” staff for this 
purpose? 


SELECTION AND CLASSIFICATION OF PATIENTS 


Four hundred male patients were selected 
from the “chronic” population of the hospital 
and screened to exclude any organic diseases 
that would prevent them from returning to 
the community should their mental picture 
improve sufficiently for them to do so. 


1 Read in the Section on Mental Hospitals at the 
108th annual meeting of the American Psychiatric 
Association, Atlantic City, N. J., May 12-16, 1952. 

From the Stockton State Hospital, California 
State Department of Mental Hygiene. 
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The characteristics of this group are found 
in Table 1. Two hundred of these patients 
were chosen by random selection to take part 
in the experimental program. Thirty-five 
additional patients were selected by the same 
means for replacement purposes so that the 
same staff/patient ratio could be maintained, 
if and when any of the originally selected 
patients left the hospital. Each of these 235 
patients was paired with a control patient 
so that the 2 members of each such pair 
matched on all or nearly all of the matching 
items as shown in Table 2. In some cases 
where an experimental patient could not be 
matched with his control mate, he was 
matched to another control patient. In a large 
number of cases it was possible to strengthen 
the matching to an even greater extent than 
the criteria in this table would indicate. For 
example, a 23-year-old patient could be 
paired with a 25-year-old rather than with a 
29-year-old patient. Even where the criteria 
differed, it was often possible to select adja- 
cent classes; for example, a patient with a 
college education was paired with a patient 
of a high school background, rather than with 
an illiterate patient. 

Patients in the control group remained 
scattered throughout the chronic wards of the 
hospital and received whatever treatment 
could be afforded by the usual program of 
those wards. The 200 experimental patients 
were segregated and placed in 2 cottages with 
capacities of 100 patients each. 


RATING METHODS 


In order to establish a base line for measur- 
ing the degree of clinical improvement or de- 
terioration occurring during the study, all pa- 
tients were initially rated by means of the 
Malamud-Sands Rating Scale.* Evaluations 
by this scale were repeated every 3 months 
for the experimental patients, and every 6 


2 Malamud, Wm., and Sands, S. A Revision of 
the Psychiatric Rating Scale. Am. J. Psychiat., 
104 :231 (Oct. 1947). 
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TABLE 1 


CHARACTERISTICS OF PATIENTS SELECTED FOR STOCKTON STATE HospitaLt Pivot Stupy 


Number of 
Criteria patients Criteria 
. Diagnosis . Accessibility 
a. Involutional psychosis a. Accessible 
b. Psychosis due to other diseases. . b. Not accessible 
c. Manic-depressive psychosis c. Language barrier . 
d. Dementia przcox Disturbed behavior 
e. Undiagnosed psychosis 6 a. Disturbed 
. Length of hospitalization * b. Not disturbed 
a. 12-17 months 
b. 2 years (i.¢., 18-30 months) 
c. 3-4 years 
d. 5-9 years . Hospital activity 
€. 10-14 years a. Nonworker 
f. 15-19 years b. Nonessential 
g. 20 years and over (1) Supervised 
. Age at admission (2) Not supervised 
9. Education 
a. Illiterate 


c. 11-14 grades 
d. 3 or more years of college 
e. Not stated 

10. Marital status 


* If the patient was a transfer-in, previous hospitalization was included. 


TABLE 2 


NuMBER OF TIMES A PATIENT IN THE EXPERIMENTAL GROUP WAS MATCHED WITH A 
PATIENT IN THE ContTrot Group 
Initial study group Group of 35 patients available 
of 200 experimental for replacements in 
Patients experimental group 


Matched 
with 


Matching items (in order of ber control 
decreasing importance) i patients 
Diagnosis 
Length of hospitalization 
(by groups) 
Age (by groups) 
Ra 


Accessibility 

Tidiness 

Degree of disturbance 
Hospital activity 

Education (by groups) .... 
Marital status 


ar 
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Number of 
patients 
I 
3 
f. Unspecified 10 
\ 
matched with matched with with 
with control other with control other 
control member control 
patients of pair patients 
195 182 13 
199 188 II 
196 186 10 
197 124 73 
184 119 65 
174 146 28 
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for the controls. The rating team consisted of 
5 members of the professional hospital staff 
(2 psychiatrists and 3 psychologists), and a 
psychologist on the staff of a nearby college. 
Each patient was rated by 2 examiners inde- 
pendently and in order to be listed as either 
improving or deteriorating, both ratings had 
to agree, otherwise they were listed as un- 
changed. 

Under the circumstances in which this scale 
was used, it is subject to the criticisms that 
one may wish to make about subjective 
evaluations in general. Nevertheless, this 
scale standardized and lent more objectivity 
to the otherwise subjective clinical evalua- 
tions and impressions of the raters. 


visors and senior technicians) a total of 176 
technicians was employed during the 18- 
month period ; of these only 17 remained the 
full period of time. It can be readily seen, 
therefore, that training of the great majority 
of ward personnel was a constant necessity. 


TREATMENT 


No additional treatment measures were 
made available to the experimental group of 
patients other than were in use generally 
throughout the hospital. The increase of staff 
for this group, however, allowed more inten- 
sive application of these measures than was 
possible in the other hospital wards. Leaving 


TABLE 3 


STAFFING (RATIO OF PERSONNEL TO PATIENTS) 


Position 
Physicians 
Clinical psychologist 
Psychiatric social worker 
Registered nurses 
Psychiatric technicians 
Supervisors 
Ward staff 
Kitchen staff 
Occupational therapists 
(registered ) 
Occupational therapists 
(others) 


AP.A.* 
1: 150 
1: 500 
(1: 60)F 
1:40 
1:6 


Control 
1: 500 
1: 2,250 
I: 1,500 
None 
1:15 


1: 900 1: 500 


1: 2,250 1: 150 


* A.P.A. Mental Hospital Service. apm + for Psychiatric Hospitals and Clinics, 


November 1951, 


. 7 (continued service wards). 


+ Ratio of psychiatric social workers to patients on convalescent status or on family 
care. This ratio cannot be applied to either the experimental or control staff on this 


study. 


STAFFING 


In establishing what might be considered 
an “adequate” staff, it was impossible to 
think of numbers alone. This was defined as 
a group in which a climate of teamwork had 
been established—when teamwork was pre- 
sented not merely as a policy but was carried 
out in a day-by-day pattern of behavior and 
attitude on the part of each staff member. 
On this basis, it was possible to utilize to a 
greater degree of effectiveness the already 
improved ratio of personnel, as shown in 
Table 3. 

Personnel in the psychiatric technician 
category were originally picked for the 2 
experimental cottages. As replacements were 
needed, however, assignments were made 
from the new applicant group, primarily. 
With the exception of key personnel (super- 


aside the possibility that anything done to, 
for, or around the patient could be defined 
as therapy, the treatment plan for the ex- 
perimental group could be divided into 3 
blocks: group psychotherapy, rehabilitative 
therapy, and other specific treatment meas- 
ures. 

Group therapy was given both by the psy- 
chiatric technicians and by the nurses under 
the supervision of the ward doctor. These 
groups functioned on a supportive basis pri- 
marily, with the main goal of activating in- 
terest in the environment, and stimulating 
verbalization. The reasons for establishing 
a group therapy program on this simple a 
level were two. It was devised so that it could 
reach the deteriorated patient making up the 
bulk of the experimental group. It did not 
threaten the inexperienced ward personnel 
in working with the patient. 


| | | 
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In the day hall of an experimental cottage 
one could usually see about 40 patients and 
4 or 5 technicians gathered together. Each 
member had a copy of the “reading selection 
for the day.” A staff member would read a 
line or two. He then would ask a patient 
to continue even though the patient quite 
often was unable to verbalize. Another tech- 
nician would assist the patient in whatever 
way he could to obtain response—perhaps 
an inaudible whisper or at times just a brief 
recognition of the reading material he was 
holding. Such programs were carried out 
twice weekly for 30 minutes each. 

In another area of the ward one might see 
a psychiatric technician with 7 to Io patients. 
Each member would again have some reading 
material, in this case usually verse. For in- 
stance, they might be reading “Casey at the 
Bat.” After a brief introduction the psychi- 
atric technician might ask the patient to re- 
late any experiences that he had had playing 
baseball and carried the discussion to the 
group. He might ask another patient to read 
a verse of the poem, then return again to the 
group for a brief discussion. These sessions 
were scheduled twice weekly for one hour. 

Outside the cottages one might find the 
same group taking a short walk, playing 
volley ball or “catch.” Again the technician 
was always attempting to stimulate the group 
into at least a temporary relationship, this 
time on a nonverbal level. 

The nurses might be found assisting with 
these programs or conducting a group session 
of their own. Perhaps one would be found 
with 3 patients, only one of whom could 
verbalize. The two of them would be trying 
to obtain a response from the mute members 
of the group. Each nurse usually had 3 such 
group meetings twice weekly for 30 minutes. 
Or one might find a nurse and 7 patients en- 
gaged in a discussion of the patients’ im- 
mediate problems in the hospital or in giving 
reassurance to a member soon going into the 
community or at times attempting to improve 
a member’s attitude toward a relative who 
visited the previous Sunday. A nurse would 
usually have 2 of these groups scheduled once 
weekly for an hour each. 

In the above program it was constantly 
stressed by the supervising physician that the 
objective media, such as reading and discus- 


sion, were merely tools to carry across the 
fact that the staff was interested in the pa- 
tient’s general welfare and to convey any of 
the supportive attitudes necessary for the in- 
dividual patient’s general improvement. 

An increase in the rehabilitation staff al- 
lowed more intensive utilization of occupa- 
tional, recreational, music and _ therapy. 
About 1,700 patient hours of occupational 
therapy per month and 340 hours of music 
therapy per month were the rule. 

Occupational therapy was usually carried 
out in a centrally located “shop,” but on oc- 
casions some activities were carried out on 
the wards. The music therapy program made 
use of community singing, small “rhythm 
bands,” and some individual work with a few 
patients, as well as music programs for the 
patients from records or by visiting enter- 
tainers. An especially encouraging use of 
music was as an aid in relaxing the patient 
waiting for electric shock therapy. 

Additional nursing and medical personnel 
enabled the experimental staff to evaluate 
critically the effect: of electroshock therapy 
upon the individual patient, to establish a 
sounder maintenance program for those who 
needed it, to take advantage of the improve- 
ment obtained by other treatment methods, 
and to avoid the delicate problems of resort- 
ing to patient help on treatment teams. With 
an increased ward nursing staff it was pos- 
sible to raise the standards of general medi- 
cal and nursing care, to give more attention 
to the preparation and serving of food, and 
to devote more time and effort in stimulating 
the patient’s interest in his personal hygiene. 
One can readily recognize the effect of proper 
immediate treatment of a dyspneic patient 
in early cardiac failure with delusions of 
being gassed, but we should not underesti- 
mate the effect of herniorraphies, hemorrhoi- 
dectomies, and even treatment of the minor 
fungus infections, not only as a treatment of 
somatic illnesses but as the psychologic effect 
of interest in the welfare of the patient. 

In the control group most of the staff had 
to be utilized for ward administration, and 
had little or no time left for active individual 
or group treatment on the ward. Rehabilita- 
tion therapies were a luxury because of dearth 
of personnel. The minor physical ailments 
were not recognized because of the distant 
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staff-patient relationship, in general, produced 
by the scarcity of personnel. 

These are the measurable components of 
the total treatment given on the wards. Yet 
far more important, though immeasurable, 
was the constant utilization of ward situations 
and incidents for rehabilitative purposes by 
the staff. It is impossible to say at this time, 


Number 
of patients 


30 


RESULTS 


The effects of intensified treatment upon 
the patient afforded by a more “adequate” 
staffing are shown by the following results: 

1. The rate of separation was increased by 
more than 2} times (see Fig. 1). Twenty- 
seven (18.5%) of the experimental patients 
weie separated from the hospital, as com- 


Fic. 1.—Cumulative number of patients separated from hospital, July, 1950 to December, 1951. 


nor at any time in the future, from this pro- 
gram how beneficial any individual method 
of treatment has been, since this was not the 
initial intent of the study. Rather one must 
consider it from the light of what effect will 
any group of treatment measures have if 
applied in a coordinated program with more 
adequate staffing and especially in a milieu of 
therapeutic optimism. 


pared to 10 (5%) of the controls. Of these, 
25 experimental and 8 control patients were 
on indefinite leave of absence, and 2 from 
each group discharged. 

2. The number of visits to relatives was 
increased. Enough improvement within the 
hospital occurred to allow about 24 times 
more visits in the experimental group (89 
visits ), as compared to the control (32 visits). 
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This can be illustrated by the case of E. Z., who had 
been hospitalized since 1945. Until 1950 this patient 
had been home on 2 visits for a total of 1o days. 
From January, 1951, to July, 1951, this patient had 
improved to the point where he was able to make 
II visits to relatives ranging from 3 to 10 days each, 
although he was still not considered ready to leave 
the hospital indefinitely. 


3. A greater degree of improvement and 
less deterioration occurred in patients remain- 
ing in the hospital. As measured by the 
Malamud-Sands Rating Scale (Fig. 2), 55% 
of the experimental patients showed a trend 


the experimental group, bringing per capita 
costs for them up from $918 a year to $1,966, 
or $5.38 a day instead of $2.52. This great 
difference, however, might be materially re- 
duced were a program such as this carried 
out in other than experimental conditions. 

The savings brought about by the release 
of an additional number of patients, who 
would probably have remained in the hospital 
for the rest of their lives, have not been cal- 
culated—nor have the savings in human 
values. 


Percent 
of patients 
70 
% Experimental patients improved 
= 
50 
% Control improved 
L 30 
20 
10 
% Experimental patients regressed 
10.) 
20- % Control patients regressed pao 
July] Aug] Sept] Oct | Nov} Dec] Jan | Febj Mar | Apr Aug] Sept} Oct] Nov | Dec 


1950 


Fic. 2.—Percent of patients improved and deteriorated as measured by The Malamud—Sands 


Rating Scale July, 1950 to November, 1951. 


toward return to their premorbid personality 
as compared to 33% of the control group. 
The controls, on the other hand, had 17% of 
their patients continue on a downhill course 
while only 6% of the experimentals showed 
this change on the scale. These data must 
be regarded as trends, however. Eighteen 
months of treatment, no matter how inten- 
sive, with a group of schizophrenic patients 
cannot be expected to give definite results. 


cOsT 
To conduct this program, it has cost an 
additional $1,048 a year for each patient in 


DISCUSSION 


Adequacy of Staffing.— In determining the 
personnel necessary to produce the results 
mentioned previously, one cannot assign a 
specific ratio of staff to patient and arbitrarily 
define it as the minimum requirements of ade- 
quacy. Rather, it becomes necessary to con- 
sider this problem in terms of approach and 
attitude. 

That a team approach is more effective 
than a group of departments or individuals 
functioning separately is self-evident. With 
an integrated approach, new problems arise, 
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but many old ones in the institutional careand 
treatment of the patient can be solved. The 
following observations drawn from this 
study may help to evaluate the efficacy of any 
coordinated treatment program, and avoid, 
or at least minimize, problems that may arise. 

In organizing the treatment team, it was 
found that specific attitudes, many of which 
are usually taken for granted, had to be re- 
emphasized and cultivated. 

1. Interest in the patient’s welfare had to 
be emphasized. The main objective of the 
team remained appropriate, efficient, coordi- 
nated rehabilitation of the patient. 

2. The role of the physician became pri- 
marily supervision and integration of treat- 
ment. His therapeutic ambitions with a large 
number of patients could be best realized by 
direction and supervision of the general 
treatment approach rather than by a direct 
relationship with the patient. This was best 
accomplished by working directly with the 
ward employees, in relieving their anxieties, 
giving support where needed, and helping 
- them work through their own problems aris- 
ing with patients or other staff members. In 
this sense, the physician was reaching the pa- 
tient by doing therapy with the employees. 
In no sense was it possible for the physician 
to carry the brunt of direct treatment of the 
patient individually or by group methods. 

3. Information had to be shared. As the 
staff increased in size, communication be- 
tween the members became more important, 
but more difficult. Familiarization of the 
duties, problems, and goals of other members, 
and constant exchange of ideas about the pa- 
tients’ progress and problems were encour- 
aged by every available method. Only thus, 
was it possible to maintain a common con- 
sistent treatment approach. 

4. Frequent, frank discussions were a 
major means of communication. Discussions, 
both formal and informal in nature, between 
staff members of their problems were encour- 
aged. By this means not only staff-patient 
problems, but also difficulties between staff 
members themselves, were brought into the 
open where they could often be solved effec- 
tively. 

5. Every member of the team is a thera- 
pist. Every relationship between staff and 
patient, whether negative or positive, present 


or absent, aggressive or passive, was con- 
sidered a treatment relationship. From this 
concept grew the attitude that each individual 
member of the team had a hand in the even- 
tual rehabilitation of the patient. This was 
felt to be one of the main factors responsible 
for the cohesiveness of the experimental staff 
and the attitude of “therapeutic optimism.” 

6. Stimulation of professional growth for 
all personnel enhanced the general attitude of 
enthusiasm. Groups were developed to re- 
view technical articles pertaining to their 
field, to explore means of ameliorating rela- 
tionships between their group and others, 
and to improve standards within their own 
group. These helped materially in keeping 
staff relations on a harmonious level, and in 
stimulating new suggestions in the general 
treatment of the patient. 

7. The individual patient cannot be com- 
pletely subordinated by the group. When 
treating larger groups of patients, it often 
appears simpler to consider the group rather 
than the individual. However, the group 
techniques used with the experimental pa- 
tients were not effective until the names and 
numbers became individuals to the staff, and 
each patient’s needs were considered in work- 
ing out his treatment program. 

As effective as a treatment team may be, 
it cannot function independently of the com- 
munity. Several of the observations made 
during the course of the program strongly 
indicate this relationship. 

1. The patient’s family must be considered 
an essential part of the therapeutic program. 
Whenever possible the patients’ relatives 
were incorporated into the treatment pro- 
gram. Attempts were made to engender ap- 
propriate attitudes toward the patient. At 
times, this could be accomplished by discuss- 
ing the treatment plans with them; in other 
instances, more intensive individual case- 
work methods were required. Attempts to 
reawaken interest in the patient, such as 
letters and visits, often produced increased 
anxiety, guilt, and hostility from many rela- 
tives. It is evident that a strong initial work- 
ing relationship between the hospital and pa- 
tients’ relatives must be established and main- 
tained, if an optimal treatment program is to 
be carried out, and if this is postponed too 
long it may be most difficult to re-establish it. 
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A group program was originally contem- 
plated for relatives, but this was not carried 
out because of insufficient relatives. 

2. Appropriate and effective community 
placement measures became essential if in- 
tensive treatment efforts within the hospital 
were to be fully realized. All too often the 
concept of family-care homes was in terms 
of a cul-de-sac for the elderly. With ade- 
quate social service support and direction, it 
became reasonable to think of them as re- 
habilitative stepping stones toward a less 
supervised community adjustment for the 
younger patient. 

Work placement for the urban patient, as 
well as the one with a rural background, and 
supervision of the patient outside his working 
hours were problems constantly facing the 
social service staff. It was our experience 
that when patients returned to the hospital 


after an unsuccessful leave, the cause lay in 
the difficulties they experienced in their social 
adjustments when not working, in spite of 
the fact that many were quite capable of 
handling the occupational demands made 
upon them. 


SUMMARY 


The indication of this study is that a com- 
mon integrated treatment program by means 
of a team approach in an atmosphere of ther- 
apeutic optimism can be a potent factor in 
the rehabilitation of increasing numbers of 
the so-called chronic patient. By itself, how- 
ever, it will be doomed to failure if these ini- 
tial results cannot be followed by the com- 
bined efforts of the hospital and the commu- 
nity in combating the “Rip Van Winkle” 
effects observed in patients hospitalized for 
many years. 
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LONG-TERM CLINICAL AND METABOLIC OBSERVATIONS 
IN PERIODIC CATATONIA * 


AN APPLICATION OF THE KINETIC METHOD oF RESEARCH IN 
THREE SCHIZOPHRENIC PATIENTS 


A. G. GORNALL, Pu.D., B. EGLITIS, B.Sc., A. MILLER, M.D., 
A. B. STOKES, M.B., anv J. G. DEWAN, M.D., Px. D. 


Toronto, CANADA 


Investigations of somatic function in pa- 
tients with mental disease have followed 2 
general patterns(1). The “contrast” method 
consists in a comparison of data obtained in 
studies of normal persons and patients with 
various types of mental illness. The “kinetic” 
or “longitudinal” method involves a long- 
term study in a few selected cases. The dis- 
tinction in procedure may be likened to the 
photographing of a large number of natural 
scenes at different times of year, or taking a 
picture of 2 or 3 particular scenes every day 
for a period of a year or more. Each method 
provides the observer with a good deal of 
useful information, in the one case broad but 
shallow, in the other deep but narrow. Each 
method has its advantages and its limitations. 
The ultimate objective must be to integrate 
the knowledge so obtained until each body of 
data can be understood in terms of the other. 

The present research program has followed 
the pattern set in the classical kinetic studies 
of Gjessing(2-5) and followed by a few 
others(6-8). The patients were selected from 
the small group of schizophrenics that have 
regular, recurrent attacks and fit the classi- 
fication known clinically as periodic catatonia. 
These cases provide a unique opportunity 
(a) to use their own normal phases for pur- 
poses of comparison and (b) to study the 
metabolic changes of the transition periods. 

The patients were carefully selected and 
kept in private rooms in a special metabolic 
ward of the Toronto Psychiatric Hospital. 
They were examined for focal infections and 
kept under observation until it was clear that 
any such infection had been eradicated. The 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the Department of Psychiatry and the De- 
partment of Pathological Chemistry, University of 
Toronto. 
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full investigation began only after an ade- 
quate period of acclimatization and condition- 
ing to the test procedures, which varied with 
each case. Every possible care was taken to 
exclude exogenous factors in order that a 
true picture of the patient’s endogenous 
metabolism might be obtained. No sedatives 
or drugs were permitted during the period 
of obsei vation except in those instances 
where the influence of thyroid hormone, 
adrenocorticotrophin, or cortisone was tested 
therapeutically. 

Psychological factors were standardized by 
having a selected nursing staff, imbued with 
the purposes of the research program, ad- 
ministering to the patients and carrying out 
all necessary procedures in a prescribed 
fashion. These nurses were required to record 
their impressions of each patient at least 
every half hour throughout the 24-hour pe- 
riod. Close relatives were permitted to visit 
the patient once or twice a week but only 
during their “normal” periods. One patient 
was allowed to go home for 2 or 3 days when 
the metabolic study was interrupted by her 
menses in a “normal” phase. 

Throughout the metabolic study each pa- 
tient was kept on a constant fluid diet similar 
to that described by Gjessing(3). It con- 
sisted of milk, cream, eggs, sugar, and salt 
supplemented with vitamins (brewer’s yeast, 
12 tablets per day ; ascorbic acid, 75 mg. per 
day ; and 1 Natola capsule—vitamin A, 5,000 
I.U., +vitamin D, 1,000 I.U.) and traces 
of heavy metals (iron, copper, and man- 
ganese). In addition the patients received a 
limited constant amount of orange and tomato 
juices and some fresh fruit each day. This 
diet provided about 2,000 calories daily and 
its nitrogen content, checked twice weekly, 
was 10.5+0.5 gm. over a period of more than 
a year. The fluid nature of the diet made it 
possible to ensure complete intake of the 
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food. In rare instances, when necessary, it 
could be given by stomach tube. 


CLINICAL OBSERVATIONS 


From the nurses’ record and the clinician’s 
assessment, the psychic state of the patient 
was recorded each day, noting behavior, 
mood, degree of lucidity, motor activity, and 
mental content. This was expressed in ac- 
cordance with a simple, individual rating scale 
as “base line,” first, second, third, or fourth 
degree excitement or retardation. These 
rating scales are described later for the 2 
milder cases. 

The temperature and pulse rate were taken 
twice daily, at 6 a.m. and 6 p.m., with the 
patient at rest. The temperature was taken 
per rectum and the lower value of 2 observa- 
tions that showed good agreement was re- 
corded. Three full-minute counts of the pulse 
were taken and the lowest recorded. 

The basal metabolic rate was determined 
every morning unless the patient’s restless- 
ness or psychic condition made it impossible. 
A Benedict-Roth metabolism apparatus was 
used and the oxygen consumption taken as 
the average value determined from 2 satis- 
factory 6-minute recordings. 

The patients’ body weight and hours of 
sleep during the night were noted each morn- 
ing. 

Electroencephalograms and electrocardio- 
grams were recorded once a week and con- 
stitute part of a separate study. 


LABORATORY OBSERVATIONS 


All urine voided by the patient was stored 
in the refrigerator and each 24-hour collec- 
tion analyzed regularly, usually daily, for 
total nitrogen and 17-ketosteroids. In addi- 
tion, volume, specific gravity, titratable acid- 
ity, chloride, creatinine, creatine, and amino 
acids were determined but showed no special 
changes and will not be reported here. Later 
in the investigation the corticosteroid hor- 
mones were also determined. 

Total nitrogen was determined by a macro 
Kjeldahl procedure modified slightly from 
Campbell and Hanna(9). The 17-ketoster- 
oids were assayed by a method that is essen- 
tially the same as the standard procedure of 
the Medical Research Council of Britain(10). 


Adrenal “corticoids” were determined on 
neutral, lipid extracts of urine by the method 
of Gornall and Macdonald(11). 

In one patient it was impossible to collect 
urine during the extreme excited phase, in 
another collections were suspended during 
menstrual periods. Otherwise all urine was 
collected and examined. 

Each of the three cases to be reported has 
been investigated in this manner for a period 
varying from 2 to 3 years. 


FINDINGS 


Case 1. Periodic catatonia characterized by violent 
excitements. 


Mrs. H. McC., age 37, a white woman of Anglo- 
Saxon extraction, was born and raised in a northern 
Ontario mining town. When 11 years old she suf- 
fered a dual tragedy, first when her mother de- 
veloped an involutional depression during which 
she subsequently died, and in the same year the 
sudden death of her father. 

This patient was always a rather tense, sensitive 
person but had the capacity to make friends and 
was regarded by her family as a likeable, friendly 
individual. She reached Grade 9 at the age of 16, 
then worked efficiently as a domestic until her 
marriage at age 23. 

Menarche occurred at 13; periods have always 
been regular. There were no particular difficulties 
in her psychosexual development. 

She married a restless, unstable, psychopathic 
individual and from this point her life was unsettled 
and distressed because of the husband's irresponsi- 
bility, his tendency to move frequently from place to 
place with little consideration for his family. 

The first evidence of illness occurred in 1939 
when the patient was 26. At this time she became 
restless and abnormally excited and exhibited mor- 
bid thinking and behavior following her first preg- 
nancy. This episode lasted several weeks and sub- 
sided spontaneously. 

Again in 1944 (age 31) there was a short excited 
period following the birth of her third child. 

One year later, following a left mastectomy for 
what turned out to be a benign tumor, she again 
developed a mental illness, this time characterized 
by alternating periods of excitement and retarda- 
tion. She improved after 3  electroconvulsive 
treatments. 

In 1946 she became apathetic, preoccupied with 
depressive ideas, retarded in thinking and move- 
ment, and finally made a suicidal attempt and was 
admitted to hospital. 

From this point there occurred a period of a year 
during which retarded and excited phases occurred, 
interspersed with intervals of relatively normal be- 
havior. She was given electroconvulsive treatment 
during her morbid episodes. Subsequently, her 
phases of excitement increased in duration and in- 
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tensity and were not affected by electroconvulsive 
treatment. She received a total of 200 ECTs. 

In February 1949 she was admitted to the Toronto 
Psychiatric Hospital for study and treatment. Pre- 
frontal leucotomy was under consideration as a 
means of reducing her violent excitement and lessen- 
ing the nursing problem. Because of the periodic 
nature of her illness she was admitted to the re- 
search ward. 


bolic findings of this period are summarized in 
Table 1. 

The extreme degree of excitement in this patient 
limited the extent of the metabolic investigation, 
but the case provided an excellent opportunity for 
assessing the effects of therapeutic intervention 
because of the length and regularity of the periodic 
illness. It was clear that the change in phase of the 
mental state was related in some way to the rate of 


TABLE 1 


CLINICAL AND METABOLIC FINDINGS IN CASE I 


In the disturbed phase 
Temperature ..... ...Elevated (99°-102° F.) 
Increased (80-100) 


Pulse 
Sleep 

Body weight 


Reduced (2-3 hours) 
Decreased in spite of usual diet 
Nitrogen excretion...... cicnawall Period of retention changing to period 


During the interval 
Normal (98°-99° F.) 
Decreased (50-60) 
Low (—20%) 

5 to 6 hours 
Progressive increase 
Moderate retention 


of overexcretion about midway 
through excited phase. 


JANUARY 1950 Jur 


JANUARY 1951 july 


JANUARY 195} 


PSYCHIC STATE 


BMR% 


122mg 
THYROXIN 


DESICCATED THYROID 


Fic. 1.—Mrs. McC. The upper portion illustrates the psychic state of the patient for the year preceding 
and the year following treatment with thyroid. The lower part shows on a magnified scale the effect of 
the thyroxin and desiccated thyroid (each horizontal line represents 1 grain) on the basal metabolic rate. 


Clinically, the patient exhibited a recurrent pic- 
ture of intense excitement (preceded by a very 
short, retarded period) that was characterized by an 
identical pattern of disorganized thought, stereo- 
typed delusional formation, extreme psychomotor 
activity and personality disintegration. She was 
extremely dangerous because of marked homicidal 
tendencies. Associated with her excited phases there 
were characteristic autonomic changes. 

It was found that each phase of illness lasted for 
2 months and was followed by 4 months of relatively 
normal behavior, this sequence recurring with great 
regularity. The more significant clinical and meta- 


oxygen consumption. There was some indication of 
a correlation with changes in nitrogen balance. 
Consequently, guided by Gjessing’s experience, it 
was decided to observe the effects of thyroid 
hormone. 

Initially thyroxin was injected intramuscularly, 
a total of 122 mg. being given from February 1-16, 
1951, which was just after the peak of nitrogen re- 
tention. This was followed by oral administration 
of 4 grains of desiccated thyroid (Parke, Davis and 
Co.) daily, the dose being increased gradually to 7 
grains daily in order to maintain a basal metabolic 
rate of about +10 per cent. The results of this 
therapy are illustrated in Fig. 1. 
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The next disturbed phase was due around the end 
of June 1951. It failed to appear and the patient was 
allowed to take a position as a store-clerk in Sep- 
tember. She lived at the hospital during this period 
and was kept under observation until a year had 
elapsed. For the past 6 months she has been work- 
ing in another city, living with relatives and en- 
joying good health. 


This case illustrates the successful treat- 
ment of a periodic, schizophrenic illness by 
thyroid administration. Although the change 
has been associated with a distinct rise in 
basal metabolic rate (from —20% to + 10%) 
the real cause of her illness and the reason 
for her improvement cannot be defined. 


with a poor prognosis. In March 1949 he was 
selected for metabolic study because of the re- 
current nature of his illness. 

Clinically this patient was a well-developed adult 
in good physical health. During the first period of 
observation he exhibited a clear-cut periodic illness, 
recurring every 40 days, consisting of a phase of ex- 
citement that began with the appearance of restless- 
ness, tension, abnormal irritability, flushing of the 
face, and excessive perspiration, then the rapid de- 
velopment of explosive, noisy, violent excitement 
with sleeplessness, destructiveness, dirty habits, care- 
lessness and negligence of self, clouding of sen- 
sorium, hesitant, disconnected thinking, delusional 
formation, and vivid auditory and visual hallucina- 
tions. This phase reached its peak in 3 days and 
then gradually subsided over a period of 3 weeks 


TABLE 2 


CLINICAL AND LABoraATorY FINDINGS IN CASE 2 


In the disturbed phase 
Relativeiy increased (60-100) 
.....Not obtainable 
Reduced (0 to 3 or 4 hours) 
Lended to decrease 
Slight decrease 


17-ketosteroids 
Nitrogen excretion 


Case 2. Periodic catatonia with recurrent excite- 
ments. 


Mr. W. L., age 36, is a white male of Anglo- 
Saxon extraction. His family are all in good health 
and there is no evidence of mental illness in the 
family background. 

This patient is the third of 7 siblings and was 
raised in an urban setting. His development was 
normal and his health good. He completed 2 years 
of high school at age 16, being considered an aver- 
age student and reasonably well adjusted. He was 
always a rather tense, submissive person, dominated 
by a rather authoritarian father. There is little 
doubt that the patient felt considerable hostility to- 
ward the father but was completely unable to ex- 
press his feelings and tended to maintain the role 
of the submissive but anxious son. 

The patient was apparently in his usual state of 
health up to age 20 (1936) when he developed an 
illness, characterized by excitement associated with 
delusional thinking, following a head injury that 
caused loss of consciousness for one hour. The psy- 
chotic episode lasted 2 weeks. Investigation at that 
time and subsequently has failed to reveal any evi- 
dence of skull fracture or structural brain pathology. 

Since that time the patient has suffered periodic 
psychotic episodes—always characterized by ex- 
citement, violent and impulsive behavior, disordered 
thinking, hallucinations and delusions. Until 1947 
he was in and out of mental hospitals, having rela- 
tively well periods between attacks of illness. Since 
1947 he has been in hospital continuously, failing to 
respond to shock and other forms of therapy. He 
was regarded as a case of catatonic schizophrenia 


During the interval 
Normal (98°-99° F.) 
Slow (40-50) 

Low (—25%) 
Normal (8 hours) 
12-14 mg/24 hours 
Slight increase 


when the patient became relaxed, cooperative, care- 
ful of his personal habits, and able to think clearly 
and relevantly. 

The following scale was used in rating the clinical 
state of this patient: 

Degree 1.—tense, movements quick and jerky, 
hands trembling, irritable. 

Degree 2.—hyperactive, manneristic, walking up 
and down and rearranging his room, occasionally 
whistling, talking to himself. 

Degree 3.—talking very loudly, often incoherently, 
singing, whistling, occasionally shouting, moving 
hastily and continuously around the room. 

Degree 4.—yelling, singing, laughing loudly, curs- 
ing and swearing, banging on the door or walls, 
belligerent. 

The more significant clinical and laboratory find- 
ings during this period are summarized in Table 2. 
The 17-ketosteroids were in the low normal range 
but there was no clinical evidence in this patient of 
subnormal gonadal function. The main psychic and 
metabolic features are illustrated in Fig. 2. 

It can be noted that adrenal cortical function, as 
reflected in 17-ketosteroid hormone excretion, did 
not appear to respond to the stress of the excited 
phases. For this reason it was considered pertinent 
to assess the response of the patient’s adrenals to 
the administration of ACTH. Four courses were 
given in all, 2 during interval phases and 2 during 
the disturbed periods. In each case the hormone 
was given in a single intramuscular injection of 
100 mg., daily for 3 days in the first 2 trials, for 
5 days in the last 2 trials. The results are illustrated 
in Fig. 3. It can be seen that the hormone had no 


\ 
: | 


OBSERVATIONS IN PERIODIC CATATONIA 


swe 


Fic. 2—Mr. L. Psychic state, basal metabolic 
rate, urinary nitrogen, and 17-ketosteroid excretion 
over a 3-month period. 


TOTAL URINE 
(= aay: 


ketosteroids and an increased excretion of nitrogen, 
with a slight, temporary rise in body weight as- 
sociated with a mild water retention. The cortisone 
had no detectable clinical effect when given during 
the normal intervals but the subsequent disturbed 
phase was longer. When cortisone was given at the 
beginning of the excited phase the symptoms were 
more severe and the phase lasted about twice as 
long as usual (see Fig. 4, March, 1951). 

The findings of these 2 sets of experiments sug- 
gested that the adrenal cortex of this patient re- 
sponds poorly to ACTH in terms of 17-ketosteroid 
excretion, but probabfy produces corticosteroid-type 
hormones. Administration of an excess of these 
hormones, in the form of cortisone, appeared to 
cause a deterioration of the patient’s mental state. 


: 


17-KS. mg 


ACTH 100mg 


per day im 


Fic. 3.—Mr. L. Psychic state, basal metabolic rate, urinary nitrogen, and 17-ketosteroid excretion during 
2 intervals and 2 disturbed periods in each of which a course of ACTH was administered. 


demonstrable effect on basal metabolic rate, or on 
urinary nitrogen or 17-ketosteroid excretion. Dur- 
ing the third trial, in July 1950, adrenal “corticoids” 
were determined on neutral, lipid extracts of urine 
by the formaldehydogenic method(12). The ad- 
ministration of ACTH raised the excretion from a 
normal average of 1.7 mg. to 3.4 mg. on the fifth day. 

Because the ACTH had produced no effect on 17- 
ketosteroid excretion and there was some question 
as to whether the adrenals had been stimulated, it 
was decided to explore the possibilities of cortisone 
therapy. Three courses of 150 mg. intramuscularly 
daily for 5 days were administered, 2 during in- 
terval periods and 1 during a disturbed phase. 

The results were as follows: Each period on 
cortisone resulted in a decreased excretion of 17- 


Because of the low basal rate of oxygen consump- 
tion during the intervals of this patient’s periodic 
illness, there was a possibility that thyroid hormone 
would be beneficial. Beginning in July 1951 thy- 
roxine was administered intramuscularly in an in- 
terval period, beginning with 2 mg. a day and in- 
creasing by this amount to 8 or 10 mg. a day until 
a total of 86 mg. had been given. Desiccated thy- 
roid by mouth was then substituted and increased 
gradually from 2 to 7 or 8 grains daily, which was 
sufficient to keep the basal metabolic rate around 
+10 to +15%. This treatment has continued to 
the present and the results are illustrated in 
Fig. 4. It can be seen that 5 more disturbed periods 
occurred, without change in the length of the in- 
terval phase, but each was less severe than the last 
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and at the time of writing the patient has been well 
for 6 monihs. 

After stabilization of the patient with thyroid and 
clearing of the mental illness the response of the 
adrenal cortex to ACTH was reassessed. When the 
hormone was administered in a single daily dose 
for a 4-day period, exactly as before, no rise in 
17-ketosteroids occurred and the “corticoids” (11) 
rose from an average of 2.4 mg. to 5.0 mg. on the 
fourth day. When the same quantity of hormone 
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existed in this patient, perhaps as a basic 
abnormality, a deficiency of androgen pro- 
duction by the adrenal cortex or a relative 
excess of corticosteroid secretion. The bene- 
fit derived from thyroid medication does not 
seem to be due to any effect on the propor- 
tions of these hormones, but thyroxin may 
influence the metabolism or effects of the 
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PSYCHIC STATE 
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Fic. 4—Mr. L. Top portion depicts the patient’s psychic state over a period of more than 2 years. 
The long disturbance beginning in March 1951 illustrates the effect of cortisone previously mentioned. 
The lower portion illustrates on an enlarged scale the period of therapy with thyroxin and desiccated 
thyroid (each horizontal line represents 1 grain). The improvement in psychic state is associated with a 
stabilization of the basal metabolic rate on the positive side. 


was given in divided doses over two 4-day periods 
the following results were obtained. The 17- 
ketosteroids rose from average values around 15 mg. 
per day to a maximum of 24 mg., a distinctly sub- 
normal response. The “corticoids” rose from an 
average of about 2.3 mg. to a peak of 5.8 mg. per 
day with one lot of ACTH and to 12.1 mg. with the 
other. This response is at least as great as, if not 
greater than, normal and the difference in the 2 
tests could be attributed to the known difference in 
potency of the 2 ACTH preparations(13). 

The therapeutic use of thyroid hormone 
in this patient virtually abolished, over the 
course of 6 months, the periodic psychic dis- 
turbances. No clear evidence could be ob- 
tained that this was due to any improvement 
in adrenal function. It appears that there 


hormones in ways that are not yet under- 
stood. The administration of cortisone made 
this patient worse, perhaps because it ex- 
aggerated the hormone imbalance already 
present. It is possible that treatment with 
testosterone might have been as effective as 
thyroid in this patient, but this will have to 
be determined in another, similar case. At 
the time of writing the patient is receiving, 
in addition to thyroid, 5 mg. of testosterone 
propionate daily by intramuscular injection. 
This has produced no significant change in 
urinary 17-ketosteroids, but the “corticoids” 
have decreased, at least temporarily, from an 
average of 2.5 to 2.1 mg. per day. It is diffi- 
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cult to judge, at present, whether ‘this com- 
bined therapy has produced any additional 
clinical improvement. 


Case 3. Periodic catatonia with recurrent stupors. 


Mrs. E. Y., age 33, is a white female of English 
extraction. She was born and raised in a rural 
Ontario setting. In her family background there 
was a maternal aunt who was psychotic. 

This patient is the youngest of 5 siblings; she 
developed normally, attended school regularly, com- 
pleted high school at age 18, and was considered an 
average student. Her personality was that of a shy, 
retiring, poorly socialized individual, excessively 
dependent on a rather rigid and moralistic mother. 
Her menses began at 14 and have been regular. 

The patient worked as a housekeeper after leav- 
ing school. There was considerable anxiety and 
fear associated with sexual problems. She married 
at age 23 (1941) and apparently did not experience 
difficulty in making sexual adjustment ; her attitude 
was fairly good except for excessive jealousy of her 
husband's affections. In her first pregnancy in 1943 
she gave birth to a monstrosity. This event pro- 
duced a short period of anxiety and a tendency to- 
ward self-blame. 

Mental illness developed for the first time in 
1945 following the birth of her second child. She 
had been rather apprehensive during this pregnancy 
because of her previous experience. At the onset 
of her illness she was fearful and anxious, had dif- 
ficulty in thinking, exhibited psychomotor retarda- 
tion, and expressed delusional ideas. This period 
was followed by a gradually increasing motor ac- 
tivity, going on to violent and destructive behavior 
and marked thought disorder with paranoidal de- 
lusions. She improved spontaneously and returned 
to her normal state but there was concern about the 
health of her daughter who was found to have 
congenital heart disease. 

Subsequently, she suffered recurrent bouts of ill- 
ness, exhibiting essentially the same features, with 
the exception that her excited phases became less 
intense and of shorter duration until her phases ex- 
hibited mainly a retarded picture. Treatment with 
ECT did not alter the course of the illness. 

In December 1949 she was admitted to the 
Toronto Psychiatric Hospital for investigation on 
the metabolic ward. During this period of observa- 
tion it was found that her illness ran a characteris- 
tic course, occurred every 3 months and lasted 1 
month. During the morbid phase, the clinical pic- 
ture was that of increasing withdrawal, tremulous- 
ness, psychomotor retardation, untidiness, disturb- 
ance in perception, disorganization of thought with 
stereotyped phrasing, and purposeless activity. De- 
lusions and hallucinations were present. Physically, 
during this phase, there were (a) characteristic 
skin changes, viz., pallor, oily skin, localized pig- 
mentation, and acneform cruptions on face and trunk 
and (b) gastrointestinal symptoms of belching, 
nausea, and occasional vomiting. During the in- 
terval phases the mental state was normal and the 
dermatological picture cleared. 


The following scale was used in rating the clini- 
cal state of this patient: 

Degree 1.—withdrawn, indifferent to her untidy 
appearance, taciturn, sometimes curt in manner, 
critical. 

Degree 2.—face expressionless, more retarded in 
movement, tense and depressed, hands tremulous, 
speech hesitant, slightly confused. 

Degree 3.—movements automatic, more confused, 
worried expression, concentration poor. 

Degree 4.—very confused, negativistic and un- 
cooperative, mumbling to herself, unable to con- 
centrate or answer questions, tearful, semistuporous. 

This case has been ideal for metabolic investiga- 
tion because the morbid phases did not present 
problems of feeding and urine collections were 
interrupted only during menstruation. The more 
significant findings of the initial. observation period 
are summarized in Table 3. It can be seen that in 
spite of a general slowing down of mental and 
physical activity there were increases in the pa- 
tient’s temperature, pulse rate, and basal metabolic 
rate. 

The interrelationship of these changes and the 
psychic state is illustrated in Fig. 5. It can be 
seen that the relatively deep stupor is preceded by 
a period of slight retardation followed by a very 
short, slightly excited, and euphoric phase. 

Figure 6 shows the urinary excretion of 17-ke- 
tosteroids and corticosteroids measured daily, 
except for the menstrual period, through almost 2 
complete cycles. It is noteworthy that in this pa- 
tient the excretion of 17-ketosteroids was usually 
above normal limits and periodically, at a time 
just preceding the onset of the deepest retardation, 
showed spontaneous increases to rather high levels. 
The corticoid excretion in general was normal, al- 
though it tended to rise to upper normal limits at 
the time the ketosteroid excretion was maximal. 
The appearance of the acneform eruption coincided 
with the evidence of increased adrenal cortical ac- 
tivity as shown by the 17-ketosteroid peak. 

It appeared that the endocrinological disturbance 
in this patient was quite different from that of the 
preceding case, where no rise in 17-ketosteroid ex- 
cretion occurred. This fundamental difference was 
further demonstrated by testing the response to 
ACTH. Two courses of ACTH were given to this 
patient, both during interval phases. In each in- 
stance 100 mg. of the hormone were injected once 
daily for 4 days, then after a lapse of 1 day 20 mg. 
were administered intravenously over an 8-hour 
period on each of 2 successive days. The results are 
shown in Fig. 7. The difference in magnitude of the 
responses can again be attributed to differences in 
potency of the 2 ACTH preparations used. 

Of particular interest here is the fact that the 
maximum stimulation produced by the intravenous 
ACTH did not exceed the levels of 17-ketosteroid 
excretion that have been noted in this patient coin- 
cident with the onset of the stuporous attacks. 
ACTH stimulation did result, however, in a greater 
production of corticoids than had occurred spon- 
taneously. Furthermore, when ACTH was given in 
the interval between attacks the next stupor phase 
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TABLE 3 


CLINICAL AND LaporaTory FiInpINGs IN CASE 3 


In the disturbed phase During the interval 
Temperature ..+.Increased (99°-100° F.) Normal (98°-99° F.) 
Pulse rate ..-Increased (about 100) Normal (65-75) 
Increased (+10 to +15%) Low (—20%) 
Sleep .++++Reduced (0-6 hours daily) Normal (6-7 hours) 
17-ketosteroids .......... ..++eeeeIncreased (18-31 mg/24 hours) Normal (14-17 mg/24 hours) 
Corticoids .++++.Increased (up to 2.5 mg/24 hours) Normal (1.5-1.7 mg/24 hours) 


Fic. 5.—Mrs. Y. Relationship of changes in body ter§perature, pulse, basal metabolic rate, and hours of 
sleep to the psychic state during 2 disturbed, periods and the interval between them. 


— | 


Fic. 6.—Mrs. Y. Daily excretion of urinary 17-ketosteroids and corticoids in relation to the psychic 


state over a 4-month period. A menstrual period interrupted the study for a few days at the time of onset 
of the second deep stupor. 
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of the retarded phase the stupor did not occur. 
ACTH had no effect on the B.M.R. although the 
rise in 17-ketosteroid that occurred normally at the 
onset of her stupor was accompanied by an elevated 
metabolic rate. 

In a preliminary trial, before the above informa- 
tion was obtained, cortisone had been administered 
to this patient by intramuscular injection for 3 
days just prior to the onset of the stuporous phase. 
As a result of this trial the attack was delayed for 
3 weeks and the patient said she “had never received 
such wonderful medicine.” 


I7-KS we 


—- 


Fic. 7—Mrs. Y. Results of 2 trials with differ- 
ent preparations of ACTH, 4 days intramuscular 
followed by 2 days intravenous. The test in April 
was during an interval period; the test in July was 
just prior to the stuporous phase. 


It would appear that there exists in this 
patient an abnormal, increased production of 
adrenal androgens with a normal (though 
perhaps relatively deficient) secretion of cor- 
ticosteroids. This patient also exhibited a 
low basal metabolic rate during the interval 
phase in spite of the fact that her serum pro- 
tein-bound iodine? was normal and showed 
no significant increase when the B.M.R. rose 
in the retarded period. Beginning before 
the next retarded period it is proposed to de- 
termine whether moderate doses of cortisone, 
at a time that anticipates the mental disturb- 
ance, or if necessary continually, will provide 
permanent, specific, corrective therapy in this 
patient. 


2 These data were obtained with the collaboration 
of Dr. M. W. Johnston, Department of Medicine. 


tended to be delayed; when given at the beginning 


Discussion 


The results presented suggest that in the 
group of schizophrenia known as periodic 
catatonia, there are some cases that demon- 
trate abnormalities in the urinary excretion 
of certain hormones, presumably a reflection 
of their production by the adrenal cortex. 
There was also found during the interval 
periods in all 3 cases studied, a subnormal 
basal rate of oxygen utilization by the tissues, 
even though the amount of circulating thy- 
roid hormone, in the one case where it was 
measured, was normal. In each of these pa- 
tients the basal metabolic rate increased 
sharply at the time of the mental disturbance, 
whether associated with motor excitement or 
retardation. In case 3 this was not accom- 
panied by any significant change in the serum 
protein-bound iodine. 

One can speculate on several possible ex- 
planations of the above findings. (1) The 
circulating thyroid hormone may not be all 
in a biologically active form during the inter- 
vals. If so, one would have to explain why, 
at the beginning of a disturbed period, thy- 
roid secretion reverts qualitatively to normal. 
(2) The tissue cells may be unable to utilize 
oxygen at a normal rate under the influence 
of a normal amount of thyroid hormone. In 
this case one has to postulate that some 
change occurs at the onset of the disturbed 
period that enables the cells to increase their 
metabolic activity. (3) An imbalance of cir- 
culating hormones, mainly from the adrenal 
cortex, may be responsible for a thyroid hor- 
mone antagonism or a direct intracellular in- 
hibition of oxygen utilization. There is no 
evidence that an endogenous correction of the 
imbalance gives rise to the increased basal 
metabolic rate at the onset of the disturbed 
phase. Evidence presented from case 2, that 
thyroid administration failed to affect the ad- 
renal response to ACTH, opposes the view 
that the hormonal imbalance is the result of 
impaired adrenal metabolism. 

The results described provide evidence 
that, when a deficiency of oxygen utilization 
and a form of adrenal hormone imbalance co- 
exist, therapeutic improvement may be 
achieved from either direction. If a relative 
deficiency of androgenic-type or corticoster- 
oid-type hormones has been established, ad- 
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ministration of the deficient hormone may 
prove beneficial. It remains to be demon- 
strated that such treatment has any consistent 
effect on the basal rate of oxygen consump- 
tion. The administration of thyroid hormone, 
until the level of cellular metabolism in- 
creased to normal or slightly higher values, 
had a striking effect on the mental health of 
2 of our cases. No reason for this effect has 
been established. Sackler et al.(14) postulate 
an “antidyne” effect toward adrenal corti- 
costeroids. This would fit in with our results 
on case 2 but would imply that thyroid would 
be without benefit in case 3, a situation that 
might explain differences of opinion on the 
value of thyroid medication(15, 16). Thy- 
roid hormone was in fact administered to 
this patient in November and December 1950 
without clinical improvement, but the period 
of trial may have been too short. We have 
suggested that thyroid hormone may act by 
rendering the tissue cells less vulnerable to 
an existing state of hormonal imbalance. If 
this is true, then the ideal therapy should 
be a combination of thyroid and the deficient 
hormone in optimal amounts. 

It must be emphasized, as a result of our 
experience, that patients even in a carefully 
selected small group within the classification 
of recurrent schizophrenia may exhibit quite 
different, even directly opposite, types of en- 
docrine imbalance. Although one of our cases 
showed excitement and the other retardation, 
there is as yet no reason to suppose that the 
type of hormonal imbalance has any bearing 
on the nature of the motor disturbance. 

Pincus et al.(17) have reported that 70% 
of schizophrenic patients show a distinctly 
subnormal adrenal response to ACTH. 
Keiss et al.(15), however, found that only 
30% showed a poor response to ACTH in 
their series. Our study would suggest that 
even in a selected group of schizophrenics 
there are some patients who do respond and 
others who do not. 

Sackler et al.(18) review the use of sex- 
steroids and report their own success in the 
treatment of schizophrenia and other mental 
disorders. Our observations in case 2 show 
that there may be good reason for this success 
in certain cases. 

Cohn et al.(19) have been encouraged by 


their success in the treatment of a few pa- 
tients with cortisone. Case 3 in our series 
illustrates a type in which a similar result was 
observed and might well have been expected. 

The inferences to be drawn at present 
seem to be that there exists, in a proportion 
of mental patients (the figures yet to be de- 
termined), an imbalance of circulating hor- 
mones, which in some cases at least appears 
to be associated with a subnormal oxygen 
utilization by the tissues. It is possible that 
treatment of these patients with those hor- 
mones that are specifically needed in each 
case will lead to a high proportion of success- 
ful results. What seems clear is that the 
nature of the endocrinological abnormality 
must be defined. Until this is done, reports 
of random treatments, even in what is thought 
to be a uniform psychiatric group, will con- 
tinue to state that varying proportions of 
the patients showed improvement. 

Admittedly the method of determining the 
hormonal imbalance that we have used is too 
complicated to permit wide application. The 
response to ACTH may provide the basis 
for a simpler method of assessment. If certain 
groups of psychiatric patients can be classi- 
fied in terms of a particular type of hormone 
deficiency or excess, it will be possible to 
establish with greater accuracy the value of 
specific, corrective therapy. 


SUMMARY 


A detailed, metabolic investigation has 
been conducted in 3 cases of periodic cata- 
tonia over a period of 2-3 years. 

Case 1, a woman whose illness dated back 
to 1939 and who for 3 years prior to the pres- 
ent study had experienced recurrent violent 
excitements, was found to have changes in 
basal metabolic rate and nitrogen excretion 
correlating with her phasic changes. The dis- 
turbance has been brought under control by 
treatment with thyroid hormone and she has 
returned to work. 

Case 2, a man whose periodic psychotic ex- 
citements date back to 1936, was found to 
have a relative deficiency in 17-ketosteroid 
excretion with normal corticoid output. 
ACTH caused a normal adrenal response 
only in the corticoid fraction. This patient 
also had a low basal rate of oxygen utiliza- 
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tion during interval periods and thyroid 
medication has brought his illness under 
control. 

Case 3, a woman with recurrent attacks of 
stupor since 1945, was found to have a rela- 
tive excess of 17-ketosteroids in her urine 
with marked increases just prior to the onset 
of the deep retardation. The adrenal re- 
sponse to ACTH was relatively good, with 
a somewhat greater increase in corticoids 
than in 17-ketosteroids. Preliminary trials 
with cortisone improved her mental state and 
may provide specific, corrective therapy in 
this case. 

The possible significance of the low rate 
of oxygen utilization and its relationship to a 
state of hormonal imbalance are discussed. 

The importance of a careful determination 
of the hormonal pattern is stressed, if the 
causes of certain types of mental illness are 
to be understood and the success of specific, 
corrective therapy is to be evaluated. 
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PROGNOSIS IN FRONTAL LOBOTOMY BY USE OF THE 
MALAMUD RATING SCALE* 


WALTER FREEMAN, M.D., Pu. D., Wasuincton, D. C. 


Changes in behavior following frontal 
lobotomy have been observed, studied, and 
classified in considerable detail ever since 
psychosurgery was first introduced by Egas 
Moniz(1) in Europe and by Freeman and 
Watts(2) in this country. Rating scales for 
more refined analysis of behavioral changes 
have been employed by Sands and Malamud 
(3), Schrader and Robinson(4), and re- 
cently by Jenkins and Holsopple(5). These 
scales and others serve a useful purpose in 
indicating what elements in behavior are 
changed by lobotomy, and what elements are 
not. For instance, the marked drop in anxi- 
ety following lobotomy is accompanied by 
relatively less alteration in hallucinations and 
by little improvement in thinking processes. 
With minor variations, the findings of Sands 
and Malamud have been substantiated in the 
studies undertaken in connection with this 
one. 

A more delicate question, and one that re- 
quires somewhat different handling of the 
material, concerns the prognostic value of 
rating scales, and of the Malamud scale in 
particular. For such a study there must be 
careful evaluation of the patient before 
operation, and a long-range follow-up specif- 
ically in regard to social adjustment. Here 
it is not a question of studying the changes 
in behavior following lobotomy but rather 
of revealing the favorable and the unfavor- 
able aspects of behavior that may guide the 
psychiatrist and the surgeon in the selection 
of patients for operation. In view of the 
multitude of other factors, such as age, sex, 
education, diagnosis, duration, previous treat- 
ment, and so on, a reasonably large number 
of individuals must be studied, and statistical 
methods applied, so that the significance of 
the observations can be satisfactorily estab- 
lished. 

MATERIAL AND MEtHops 


The original case material consisted of 
1,120 patients submitted to one form or an- 


1 From the Department of Neurology and Neuro- 
logical Surgery, George Washington University. 

Presented before the American Neurological As- 
sociation May 9, 1952. 


other of lobotomy. Among these were 622 
cases of prefrontal lobotomy in the Freeman- 
Watts series. All these patients were followed 
for at least 2 years (and many of them for 
Io years or more) or until death. The other 
main group consisted of 498 cases of trans- 
orbital lobotomy, which were followed, with 
one exception, from 1 to 6 years. Personal 
interviews, telephone conversations, letters, 
and photographs constituted the main sources 
of information. Reports from physicians, 
hospitals, and relatives were included. When 
there was divergence in the opinions as to 
the social effectiveness of the operated pa- 
tient, the statements of the close relatives 
were taken as more accurate, in spite of in- 
clinations to optimism on the part of the pa- 
tient. However, when relatives closed their 
eyes |» the social deficiencies of the patients, 
or on the other hand belittled their accom- 
plishments, it was a matter of judgment on 
the part of the investigator as to how to 
classify the patient. 

The data concerning each case were as- 
sembled on work-sheets and transferred to 
punch cards for greater ease in handling. 
This study correlated the preoperative Mala- 
mud rating scale with the level of social 
achievement 2 years following prefrontal lo- 
botomy or one year following transorbital 
lobotomy. Study of the levels of achieve- 
ment at various stages after operation showed 
that at least one year was required for con- 
valescence and readjustment. For prefrontal 
lobotomy, 2 years were allowed. The level 
of achievement remained quite stable through 
2 subsequent periods, namely the 2-5 year 
and the 5-10 year period, while there was 
some falling off after 10 years, owing to re- 
tirement, etc. Also, the number of cases re- 
maining for analysis after 10 years was too 
small to be of great significance. 

Application of the Malamud scale before 
operation was made on the basis of personal 
acquaintance with most of the patients, as 
well as study of the clinical history. Some- 
times the scale had to be applied in retro- 
spect, that is, at a period after operation, in 
connection with the follow-up study. It 
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speaks well for the clarity of the categories 
selected by Malamud that from the progress 
notes in the records it was possible to obtain 
practically all the information desired. When 
the grading was done by others, it was only 
following a period of training in which re- 
peated ratings were made upon the same pa- 
tients, with checking against the figures 
selected by me. Malamud and Sands empha- 
sized the high degree of correlation achieved 
by different individuals studying the same 
patient. It is doubtful whether a similar high 
correlation could be achieved by different 
workers examining merely the records, but 
the validity has been checked as far as was 
feasible. Since upwards of 80% of the pa- 
tients were personally known, the errors 
were likely to be somewhat diminished. The 
Malamud scale was chosen because it was the 
most available and because it had been em- 
ployed in the study of lobotomy cases. The 
original form consisting of 19 categories 
was used,” because the study was well under 
way when Malamud’s revision (6) was 
brought out, and revising the scale would 
have necessitated too drastic changes in the 
setup of the work-sheets and punch cards. 

For study of the rating scale in compari- 
son with the level of achievement, the pa- 
tients were divided into 2 groups, those with 
good adjustment and those with poor adjust- 
ment. In the former group were included a 
small number of patients whose level of 
achievement actually surpassed their pre- 
psychotic state. This meant usually that the 
patients had broken down during their school 
years, and had never been employed previous 
to operation. Postoperatively these patients 
were all either fully employed or keeping 
house in satisfactory fashion. Two other 
groups were included among those showing 
a good level of social adjustment, namely 
those who had returned to the same level of 
social achievement that they had shown be- 
fore their illness and those who maintained 
themselves in partial or occasional employ- 
ment, or with some assistance were able to 
contribute to the home environment. There 
were 444 patients in this group that made a 
good adjustment in the years following 
lobotomy. 


2 Data on sex behavior were inadequate and this 
scale was omitted. 


The group showing poor achievement con- 
sisted of all patients remaining in hospital 
whether or not they were employed there, 
and even though it seemed that satisfactory 
home situations would have permitted their 
discharge. Also included, however, were 
patients who were cared for at home or by 
paid employees outside the hospital. Thus it 
was not just the criterion of life outside of 
a hospital that determined whether the pa- 
tient would be placed in the group showing 
a good level of achievement. There were 
576 patients in this group with a poor level 
of achievement. The remainder, numbering 


Good 
Poor 


Code: 

1. Bizarre 

2. Decorative 

3. Overmeticulous 

4. Neat 

Fic. 1—APppEARANCE. The odds are against a 
patient who deviates too far from the normal in 
personal toilet. 


5. Careless 

6. Slovenly 
7. Incontinent 
8. Smearing 


100 cases, were not included, either because 
of death or inadequate follow-up, or because 
they had been reoperated upon too recently 
for evaluation. 

When the statistical tabulations had been 
performed, their significance was checked by 
the chi-square method. These are shown in 
Figs. 1-18. 


RESULTS 


Unfavorable manifestations were dis- 
organization of thought processes in the di- 
rection of incoherence and scatter, and the 
presence of hallucinations and delusions. Ex- 
ternally directed violence (destructive, bel- 
ligerent, combative) was less favorable as 
regards eventual high level of achievement 
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Code: 
1. Excited 
2. Agitated 


5. Quiet 

6. Underactive 
3. Restless 7. Retarded 

4. Active 8. Stuporous 


Fic. 2.—Motor Activity. The degree of over- 
activity or underactivity makes little difference in 
the prognosis. 


Code: 
1. Sticky 
2. Overdependent 
3. Suggestible 
4. Flexible . Negativism 


Fic. 3.—Responsivity. Resistive and negativistic 
patients are poor risks but not hopeless. 


. Rigid 
. Stubborn 
. Resistive 


ges 


a 2 


Code: 
1. Destructive 


5. Self-effacing 
2. Combative 6. Self-deprecating 
3. Belligerent 7. Self-mutilative 
4. Dominating 8. Suicidal 
Fic. 4.—AGGRESSIVENESS. Externally directed 

aggression carries a poorer outlook than self-de- 

structive trends. 


Code: 
1. Unrestrained 
2. Meddlesome 
3. Out-reaching 7. Isolated 
4. Extraverted 8. Inaccessible 


Fic. 5.—SoctaALizATion. There appears to be no 
great significance one way or the other. 


5. Introverted 
6. Shut-in 
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Code: 
1. Uncontrolled 4. Alert 
scatter 5. Detached 
2. Markedly distract- 6. Preoccupied 
ible 7. Disparative 
3. Moderately dis- 8. Completely 
tractible withdrawn 


Fic. 6.— Artrention. Both ends of the scale 
weigh against the chances of the patient, but the 
significance is rather low. 


Code: 
1. Incessantly pro- 5. Terse 
ductive 6. Undertalkative 
2. Push of speech 7. Retarded- 
3. Overtalkative uncommunicative 
4. Voluble 8. Mute 


Fig. 7.—Sprecn. Nothing of note in this scale. 


Code: 
1. Omniphagic 5. Finicky 
2. Voracious 6. Anorexia 
3. Gluttonous 7. Refusal 
4. Indulgent 8. Tube-fed 


Fic. 8—Nutrition. There is little of prognostic 
value in the eating habits of patients. 


p_> 


Code: 
1. Severe insomnia 5. Heavy sleep 
2. Moderate insomnia 6. Somnolent 
3. Restless sleep 7. Lethargic 
4. Light sleep 8. Comatose 


Fic..9.—S.teep. The more insomnia the better, 
as far as prognosis in lobotomy is concerned. Still, 
the significance is rather low. 
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Code: Code: 
1. Disruptive 5. Indifferent 1. Spontaneous out- 4. Demonstrative 
2. Scattered 6. Uninterested bursts 5. Reserved 
3. Overactive 7. Resistive 2. Explosively reac- 6. Inadequate 
4. Eager ; 8. Incapacitated tive 7. Bland 
(psychiatrically ) 3. Labile 8. Inappropriate 


Fic. 10.—Work. The tall columns on the right Fic. 12—Arrecr. Spontaneous outbursts prob- 
dominate the picture, but the results of lobotomy ably occur in response to hallucinations. There is 
appear to be unrelated to working capacity. a two-to-one chance that patients showing spon- 

taneous outbursts will turn out poorly. Propor- 
tions are reversed in cases of labile affect. 


ror 


Code: 
1. Exhilarated 5. Pessimistie Code: 

2. Euphoric 6. Somber 1. Confused 5. Restricted 

3. Enthusiastic 7. Despondent 2. Scattered—disoriented 6. Depersonalization 
4. Optimistic 8. Deeply depressed 3. Superficial 7. Cloudy 


Fic. 11.—Moop. The level of achievement after 4. Diffuse 8. Unconscious 


lobotomy is not significantly correlated with the Fic. 13—AWARENESS. There is no great 
patient’s mood before operation. significance in this field. 
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5. Hyposensitive 
6. Phlegmatic 
7. Dull 


1. Panic 

2. Anxiety—guilt 
3. Tense-irritable 
4. Hypersensitive 8. Apathetic 


Fic. 14.—FreLrinc. None of the operated pa- 
tients could be considered normal in feeling tone. 
Selecting only such features as anxiety—guilt (fa- 
vorable) and dull and apathetic (unfavorable), 
one would be on relatively safe ground in predict- 
ing the outcome. 


5. Concise 

6. Brief 

7. Impoverished 
8. Blocked 


Fic. 15.—Assocrations. Only the extremes are 
unfavorable, and even these of no outstanding sig- 
nificance. 


1. Irrelevant 

2. Flight 

3. Tangential 

4. Circumstantial 


1. Hallucinated-de- Introspective 
luded 6. Self-observing 

2. Ideas of reference 7. Conversions— 

3. Autism hypochondriasis 

4. Projective 8. Obsessions—phobias 


Fic. 16.—Content. Hallucinations and delusions 
were present in a majority of patients, with both 
good and poor level of achievement. The great 
disparity, however, shows the ominous significance 
of hallucinations. On the other hand, obsessive 
preoccupations are of good omen. 


Code: 


i 2 3 


Code: 

1. Confabulation 

2. Fabrication 

3. Obsessively 
reminiscent 

4. Detailed 

Fic. 17—Memory. Again, the extremes are 
unfavorable but of minor significance. 


5. Generalized 

6. Mildly defective 
7. Severely defective 
8. Amnesia 
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Code: 
1. Fragmented 
2. Alogical 


5. Critical 
6. Rationalization 
7. Obsessive— 
hair-splitting 

8. Obsessive—doubt 

Fic. Processes. Disorganiza- 
tion of thought processes is highly unfavorable. 
This item in the scale probably is the most signifi- 
cant of all. 


than was self-directed violence (self-depre- 
cating, self-mutilative, suicidal) but of less 


value in forecasting eventual results than the 
preceding. None of the other items in the 
scale was of outstanding significance. 

Top rating for favorable manifestations 
was attained in the field of obsessive mani- 


festations (obsessions, hypochondriasis, 
doubt, compulsions). Heightened feeling 
tone (anxiety, guilt) and labile affect were 
of favorable significance, though extremes of 
both (panic, spontaneous outbursts) were 
unfavorable. Dullness and apathy were 
ominous. It was surprising to find that the 
mood of the patient had so little value in 
prognosis. The other items in the scale 
achieved a generally lower significance as far 
as prognostic value was concerned. 


DIscussion 


While the occurrence of disordered thought 
processes is one of the deterrents to psycho- 
surgery, nevertheless, this symptom was 
noted in a sufficiently large number of pa- 
tients who regained a good level of achieve- 
ment, so that of itself, this symptom should 
not be accorded too great importance in re- 
jecting patients for psychosurgery. The same 
may be said of hallucinations and delusions. 
Even flattened affect did not appear from the 


figures to be an absolute handicap to return 
to useful existence. From this it would ap- 
pear that estimation of flattening of affect 
may be unreliable, and that patients whose 
affect is supposed to be flattened may actually 
be restrained rather than deteriorated or 
emotionally dilapidated. 

The second point of importance that ap- 
pears from this study is the composite clinical 
picture of the patient who comes most often 
to psychosurgery. Such a patient is halluci- 
nated, deluded, and aggressive and his 
thought processes are disordered. According 
to the figures presented here, these are the 
items that carry the worst prognosis as far as 
a good level of social achievement is con- 
cerned. There appears to be a paradox here, 
because if patients were excluded because of 
these familiar manifestations there would be 
a greatly reduced application of surgical 


. methods in the treatment of mental dis- 


orders. The solution to the question lies in 
the objectives of operation. If the objective 
of the operation is understood as being the 
modest one of relieving the patient from his 
overwhelming distress, then his later adjust- 
ment at the level of hospitalization or home 
invalidism may be considered as having justi- 
fied the operation. On the other hand, a good 
level of social adjustment can be achieved in 
a respectable number of similar cases, in 
spite of these ominous signs, when other 
aspects of the psychotic illness are given due 
weight. Since this paper deals only with the 
rating scale, such other factors in prognosis 
must be omitted. In order to achieve best 
results in lobotomy, patients should be se- 
lected who reveal anxiety, obsessive thinking, 
and suicidal ideas. As long as affect and 
feeling remain high and the patient is fighting 
his disease, there is a good chance of a su- 
perior result. 


SUMMARY 


More than 1,000 lobotomized patients were 
graded according to level of achievement 
after convalescence had been completed, and 
their preoperative rating by the Malamud 
scale was studied in order to determine what 
factors were of good and bad omen. Favor- 
able indications appeared in the fields of 
anxiety, obsessive thinking, and self-directed 
violence, while unfavorable indications ap- 
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peared in the fields of hallucinations and de- 
lusions, scattered thought processes, and ex- 
ternally directed violence. 

The apparent paradox was disclosed that 
patients came to operation most frequently 
because of the latter phenomena. Since the 
objective of psychosurgery is to relieve over- 
whelming suffering, anything gained above 
this, as far as level of achievement is con- 
cerned, makes the operation even more 
worth while. The surgeon and the psychia- 
trist, working together, can select patients 
who will give almost any desired level of 
achievement. From the practical standpoint, 
the Malamud rating scale offers a modest 
predictive criterion for the selection of pa- 
tients for psychosurgery. 
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INTRODUCTION 


Scientific research such as the present, 
which is not in the mainstream of current 
work, should be prefaced by a justification. 
A great many correlations can be demon- 
strated in biological investigations that are 
either artifactual or peripheral. The chance 
unearthing of relatedness of this type has fre- 
quently been followed up with an ad hoc 
theory and the progress of the science con- 
siderably delayed in investigating and dis- 
proving such claims. 

At times in the following pages the data 
of biochemistry are dealt with in an unusual 
manner and since correlations are made with 
gross morphology (somatotype) we have 
felt the need of detailing how and why the 
present study came about. 

In our researches in schizophrenia we have 
felt increasing need of developing a method- 
ological approach that is capable of describ- 
ing the total organism. Almost all authorities 
agree in stating that schizophrenia is a type 
of disorganization. To comprehend the na- 
ture of this disorganization we are required 
to find a means of first describing the or- 
ganization. 

The few reports in the literature on rela- 
tionships of body type to biochemical and 
other biological measures had been supple- 
mented by unpublished studies of our own. 
Our reason for choosing body type as a start- 
ing point is most succinctly put by Sinnott 
(17) : “Form is the external representation of 
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organization.” As the present study demon- 
strates, the use of “form” actually does pro- 
vide an excellent preliminary indication of 
biochemical organization. 

Organization is expressed both by struc- 
ture and function; structure being a process 
that develops through an extended time in- 
terval, while function is a more immediate 
process (or reaction). 

Frequent attempts have been made to re- 
late function (whether by Rorschach, keto- 
steroid output, or autonomic reactivity) to 
an organizational concept (schizophrenia, 
psychopathic personality, neurosis, etc.). Al- 
most universally the evidence found for such 
relationships is encouraging, but it fails to 
be definitive. 

We feel that one reason for this failure is 
that long-term processes (structure) are not 
sufficiently taken into account, and that the 
expression of immediate functioning may 
be obscured by the expression of a more ex- 
tended process (such as structure). For ex- 
ample, the blood pressure response to an 
immediate stimulus (function) will depend, 
among other things, on the muscular devel- 
opment of the heart, the degree of sclerosis 
of the vessels, and other structural factors. 
Both are expressions of cardiovascular or- 
ganization and neither can be fully under- 
stood without the other. 

In this paper we have attempted to pre- 
sent the relationships of a long-term process 
(structure, i.e., morphology) to certain sero- 
logical measures whose fluctuations have 
generally been attributed to relatively short- 
term processes. 

We have used somatotype as our mor- 
phological index, not from a conviction that 
it is ultimately the best index, but because it 
was a measure available for our subjects 
from independent sources, and seemed to 
show a reasonable reliability. We use it pri- 
marily as a general index and have, in the 
discussion, indicated how we would approach 
the establishment of a more discriminating 
organizational system. 
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Unquestionably our implied attempt even- 
tually to encompass the entire biochemical 
(and ultimately the entire biological) field by 
such organizational description is an ambi- 
tious one. Yet such a comprehensive ap- 
proach seems necessary to describe anything 
so complex and yet so integrated as a human 
organism. 


METHOD 


In the course of an unrelated study ap- 
proximately 1,000 patients at the Worcester 
State Hospital were photographed, and soma- 
totype ratings were made by Dr. William H. 
Sheldon. Subsequently 35 women were se- 
lected as tending to represent the extremes 
of endomorphy and ectomorphy with a few 
representatives of intermediate types. 

In Sheldon’s system of morphological eval- 
uation(16) ratings are given to each of 3 
basic components on a 1-7 scale. Endo- 


morphy theoretically represents the endoder- 
mal development, which is evidenced by 
roundness, softness, and fatness. Mesomor- 
phy theoretically represents mesodermal de- 
velopment, characterized by muscular, osse- 


ous, and connective tissue development. Ecto- 
morphy represents the ectodermal develop- 
ment and is primarily recognized by linearity 
and fragility of structure. Individuals in 
whom one of the components dominates are 
illustrated in Figs. 1, 2, and 3. 

The patients continued to reside on their 
usual wards and hospital routine remained 
unaltered except that, on 3 successive days, 
blood samples were taken prior to the morn- 
ing meal. The following 16 indices were de- 
termined daily on these blood samples: al- 
bumin, globulin, A/G ratio and total protein 
(14), NPN(7), sugar(8), cholesterol(2), 
hemoglobin, color index, RBC, WBC, polys, 
lymphos, eosinophiles, transitional cells, and 
basophiles. 

Fifteen of the male patients on the re- 
search ward were subjects in a study of 
variability ®° that involved approximately 50 
indices, including these same 16 measure- 
ments. Each determination was made on 5 
separate days over a 2-week period with con- 


6 Undertaken cooperatively with the Memorial 
Hospital and the Worcester Foundation for Experi- 
mental Biology, and Dr. R. Wittenborn of the Yale 
University Department of Psychology. This study 
is to be reported in a subsequent paper. 


ditions similar to those under which the data 
on the females were collected. Positive re- 
lations between somatotype and serology in 
the female group led us to investigate whether 
the relationships held for the males. Soma- 
totype ratings were, therefore, obtained on 
these men and, while they did not tend to 
represent the same morphological extremes 
as did the females, the distribution did rep- 
resent a moderately satisfactory range. The 
number of men was less than we would have 
used had they been selected for the present 
study, but we considered it large enough for 
confirmatory purposes, since 5 determina- 
tions of each index were made on each man. 
Correlations for the males and the females 
were performed separately. 


RESULTS 


Table 1 presents a summary of results on 
14 of the 16 indices. Figure 4 is a graphic 
illustration of one of these correlations. Val- 
ues of basophiles and transitional cells have 
been omitted because the small values meant 
that the degree of reliability was less than 
that for the other data. 

The highest correlation is between ecto- 
morphy and albumin-globulin ratio. In both 
the males and the females this correlation 
was better than .70, which, with the present 
number of cases, means that there was less 
than one possibility in over a thousand that 
this would occur by chance. The most dra- 
matic aspect of this was that in the females 
the correlation was a positive one, i.e., the 
higher the ectomorphy the higher the A/G 
ratio, whereas in the males the correlation 
was equally good, but was negative, i.e., the 
higher the ectomorphy the lower the A/G 
ratio. This reversal of correlation between 
male and female also holds, as one might ex- 
pect, for both albumin and globulin inde- 
pendently. 

The apparently contradictory trends are 
clarified to a considerable extent if one con- 
siders the range of absolute values as pre- 
sented in Fig. 5. It is not unreasonable to 
expect that serodynamics would, in part at 
least, depend upon the absolute values in- 
volved. These are quite different for the 
male and female groups. Table 2 demon- 
strates that those women whose range of 
absolute values is most similar to the male 
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ranges (the ectomorphic females) also show 
PAG *-somatotype correlations rather sim- 


particular serological index, is indicative of 
a far more orderly pattern of response than 


ilar to the male values.* The existence of a has been previously suspected. 


TABLE 1 


RELATION OF SOMATOTYPE COMPONENTS TO CERTAIN SEROLOGICAL MEASURES 
IN 34 Psycnotic FEMALES (MEAN oF 3 Datty DETERMINATIONS) AND I5 
Psycnotic Mates (MEAN or § Datty DETERMINATIONS) 


Endomorphy 

Males Females 
552 —.718 
Total protein* ........ .270 —.134 
—.402 ¢ —.054 
261 -303 
Hemoglobin .......... .603 158t 
.120 —.087 
021 .082 
.090 


Mesomorphy Ectomorphy 
Males Females Males Females 
659 —.163 —.660 493 
—.218 477 .677 —.675 
.410 —.407 —.738 723 
.497 184 —.281 
—.252 —.108 —.477 .086 
477 477 —.020 —.404 
.241 .230 —.112 —.398 
345 —.565 —.246 t 
005 —.183 —.329 009 
.156 -345 —.141 —.222 
—.053 .044 —.123 —.141 
—.413 —.259 .232 
-474 -237 —.220 —.243 
—.206 —.127 044 .098 


Nore: entation s +349, and .449 (Snedecor) are at the 5 and 1% level of confidence respectively for the females. 
n 


of the 
* Looney and Walsh method(14). 
marked. 


r of males the necessary correlations for this group are 5 
Independent determinations by Howe(12) meth 


14 and .641. 
were in same direction but not as 


t Serum determinations were done on the males(12). The laked blood method used on the females(7) was also done on 
the males and showed correlations in the same direction but (as in the females) not so marked. 
t Female values were obtained w Doser (Hayden Hauser) inspection method in contrast to values for the males more 


accurately obtained by Coleman p! 
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Fic. 4.—Relationship of endomorphy to A/G 
ratio. This figure is illustrative of the type of cor- 
relation found in Table 1; in this instance the per- 
cent of endomorphy is related to the albumin-globu- 
lin ratio in the female subjects. 


“continuum” of range (Fig. 5) involving 
sex and somatotype, and characteristic of a 


7 Total protein, albumin, globulin, and A/G ratio. 

8 Figure 6 illustrates how it is possible for the 
over-all correlation of the females to be in a differ- 
ent direction from a subgroup. Here the over-all 
correlation for women is negative, while the ecto- 
morphic subgroup shows a positive correlation. 


toelectric spectrophotometer. 


On the other hand the total protein does 
not show such clear linear correlations. The 
females as a group had only one subject who 
was dominantly mesomorphic and, as has 
been illustrated, the relative dominance of a 
somatotype component at times may be even 
more significant than its actual numerical 
rating. The fact that a group of the males 
was very definitely dominant in mesomorphy 
may well account for the .497 correlation be- 
tween total protein and mesomorphy, while 
the absence of a dominantly mesomorphic 
group may explain the lower (.184) corre- 
lation in the females. 

Nonprotein nitrogen shows a high positive 
correlation with ectomorphy, and a negative 
correlation with endomorphy in the males. 
The values in the females were in the same 
direction and the lower degree of correlation 
may well be due to the fact that a different 
method of determination was used. The laked 
blood method was used on both males and 
females, but serum determinations were done 
only on the males and it was these latter that 
showed high correlations. This suggests that 
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Fic. 5.—Range of serological response by sex and somatotype. In this figure the dominantly ecto- 
morphic females are separated from those who are dominantly endomorphic, and those not dominant in 
one of these 2 components are omitted. The males are not broken down into somatotype groups because 
of the small number of cases. There is a continuum of range, in which the ectomorphic females fall mid- 


way between the males and the endomorphic females. 


TABLE 2 


ConTINUUM OF PROTEIN-MorRPHOLOGY CORRELATION 
witH REsPEcT TO SEX AND SOMATOTYPE 


Correlation 
coefficient 
‘between and 

Endomorphy Albumin 
Globulin 
A/G ratio 
Albumin 
Globulin —.218 
A/G ratio +.410 
Albumin —.660 
Globulin +.677 
A/G ratio —.738 


females 


Ectomorphic 
Endomorphic 
females 


+.176 
+.141 
—.103 
+.192 
—.712 
+.759 
+.277 
—.275 
+.304 


+.527 
—.511 
+.552 


Mesomorphy +.659 


Ectomorphy 


similar values might have been found in the 

females had the same method been used. 
Both males and females showed a high 

positive correlation between mesomorphy and 


fasting blood sugar levels. The discrepancy 
between males and females as to direction of 
correlation with endomorphy is probably due 
to the fact that the females with high en- 
domorphy were also high in mesomorphy. 
This makes it impossible to evaluate the con- 
tribution of mesomorphy and endomorphy 
independently in this female group. Also, 
since sugar showed significant positive cor- 
relation(.47) with globulin, the discrepancy 
between the male and the female data may be 
related to the globulin difference. The higher 
degree of correlation with mesomorphy and 
the fact that endomorphy correlates nega- 
tively in the males leads us to believe that the 
mesomorphic component is the important 
one in respect to sugar values. 

Goetler et al.(4), in a series of nonschizo- 
phrenic males, have reported significant rela- 
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tionships between mesomorphy and choles- 
terol of a much higher order than we ob- 
tained. Despite the lower correlation, our 
results do not lead us to question either his or 
our own findings, but introduce a provocative 
speculation as to whether or not the relation- 
ship between constitution and_ serological 
levels may not differ in schizophrenics and 
“normals.” The striking difference between 
males and females in respect to globulin may 
also reflect itself in the cholesterol values, 
since cholesterol has a high (.78) correlation 
with globulin, as was the case with sugar. 


40 


GLOBULIN 
30 


20 


2 3 4 6 
MESOMORPHY 


Fic. 6.—Opposing correlations between group and 
subgroup. The apparent contradiction between the 
fact that the total group of females may show a 
correlation in one direction, while a subgroup of 
the females shows a correlation in the opposite di- 
rection, is clarified by the present figure. The fe- 
male group as a whole shows a positive correlation 
between globulin and mesomorphy (solid line), while 
the ectomorphic females (open circles) simultan- 
eously show a high negative correlation (broken 
line). 


The hemoglobin values for the men were 
much more accurate than for the women, 
since, in the former group, a photoelectric 
spectrophotometer was used. Had _ this 
method rather than the visual inspection 
method been used on the females a similarly 
high correlation would have been expected 
since the visual method, which was also done 
on the males, gave orders of correlations 
similar to those reported here for the females. 
If this relation between hemoglobin values 
and somatotype holds true for “normal” as 
well as schizophrenic individuals the im- 


portance for clinical medicine is considerable, 
as will be subsequently discussed. 

The quite definite relationship between 
mesomorphy and both polys and lymphos (in 
both sexes) would have considerable diag- 
nostic importance in clinical medicine if the 
same relationship is found among “normals.” 
If such a relationship is not found in the 
“normals” the present results would then be 
of considerable significance in the study of 
schizophrenia. All the indices have been cor- 
related against weight as well as somatotype 
to investigate the possibility that we are deal- 
ing primarily with differences due to total 
body mass. Weight is, of course, highly cor- 
related with somatotype and thus a fairly 
high order of correlation would be expected, 
more or less artifactually, wherever a high 
correlation with body type is found. That 
the correlations found with weight were 
largely of such an artifactual nature is evi- 
denced by the fact that they are essentially 
in the direction that would be predicted from 
the somatotype, but they are not as high. The 
correlations of weight with blood cellular 
components, however, are sometimes higher 
than the correlations with somatotype, sug- 
gesting that body mass may be an important 
factor here. We feel that this may, in part, 
explain the fact that the blood cellular values 
correlated less highly with somatotype than 
the blood chemistry values. We are, there- 
fore, at present reworking our data to deter- 
mine if, by the addition of a correction factor 
for total blood volume, these correlations 
will not be improved. 

In addition to the measurements in Table 1, 
an additional 11 serological values and 10 
urinary values were obtained on the male 
patients. The correlations of these measure- 
ments with somatotype are given in Table 3. 

Owing to the small number of cases 
it was impractical to carry out tests of sta- 
tistical significance based on groupings in 
terms of dominance of a particular somato- 
type component. There were only 3 endo- 
morphs, 4 mesomorphs, and 4 ectomorphs 
among the males, and 10 ectomorphs, I meso- 
morph, and 22 endomorphs among the fe- 
males (the rest having equal dominance in 
more than one component). Despite this 
handicap the groups differed markedly in 
respect to numerous measurements. There is 


e 
e 
e 
| 
. 
e 
oo, © 
{ 
‘ ° \ 
a. ‘ 
qc i 
¥ 
4 
a 


608 


PATTERNS OF BIOCHEMICAL ORGANIZATION RELATED TO MORPHOLOGY 


[Feb. 


no question that if the same trends are shown 
to continue in a larger number of subjects 
the reliability of the differences will be sta- 
tistically demonstrable. Evidence from an- 
other study of urinary values suggests that 


TABLE 3 


CorRELATION OF URINARY AND ADDITIONAL SERO- 
LOGICAL MEASURES WITH SOMATOTYPE IN I5 MALE 
SCHIZOPHRENICS 


17-ketosteroids (15) 
17-ketosteroids/creatinine 
Phosphate (4) 
Phosphate/creatinine 
Uric acid(5)* 

Uric acid/creatinine * 
Creatinine (6) 

Urine volume 

pH 

Hematocrit 


Total blood volume(9, 10) . 
Serum volume(9, 10) 
Red blood cell volume 
(9, 10) 
Red blood cell volume/serum 


Cholesterol esters (3) 
Free cholesterol 
Phospholipids (4) 
Cholesterol/phospholipids .. 
Free/total cholesterol 
* Values obtained in the Worcester State Hospital labora- 


tory by Sally Bergen and Jean Minor, under the direction 
Dr. F. Elmadjian. 


patients with 35% or more ectomorphy react 
differently than those with less than this de- 
gree of ectomorphy (Fig. 7).° 

Since our primary interest was in organiza- 
tional patterns rather than somatotype per se, 


® A striking similarity of results was independently 
obtained in the measurement of circulatory response 
to injections of adrenalin and mecholyl, indicating 
the consistency of this pattern in fields other than 
the biochemical. In this study of normal males the 
“ectomorph” group was made up of individuals with 
ratings of 3% or above in ectomorphy, and the 
“nonectomorph” group members were rated 3 or 
below in ectomorphy. The similarity of “breaking 
point” (at about 35%) for both Figs. 7 and 8 sug- 
gests that something other than a simple linear 
pattern may be involved. 

In other cases, circulatory response can be grossly 
correlated with a morphological component in a 
direct linear manner (see Fig. 9). 


it was inevitable that when we found 2 or 
more indices correlating with somatotype we 
would investigate how they correlated with 
each other. Scattergrams were made relat- 
ing each biochemical index to every other bio- 
chemical index. The frequent regularity of 
an individual’s particular relationship to the 
group was strongly indicative that we had 
hit upon a method that offered possibilities of 
a much more discriminating descriptive tech- 
nique than gross morphology. Illustrations 


PERCENT ECTOMORPHY 


Fic. 7.—Relationship of ectomorphy to urinary 
values. The figure illustrates a positive correlation 
of urinary values for subjects with more than 35% 
ectomorphy, in contrast to a negative correlation for 
individuals rated less than 35% in ectomorphy. 

Mem. per hour in the case of sodium, potassium, 
and ketosteroids and mgm. per minute in the case 
of uric acid were each divided by creatinine in grams 
per 24 hours to obtain the units for the ordinate 
scales. 


of this individual-to-group relatedness are 
given in Fig. 10. It can also be seen from 
this figure that certain patients tend to fall 
into subgroups in which all the members re- 
act in a highly similar manner. These groups 
were originally selected on the basis of mor- 
phology, but as can be seen from Fig. 10 
certain individuals are consistently found in a 
subgroup other than the anticipated one. 

Again, the small number of cases made it 
inadvisable to follow through with cluster 
(multivariate) analysis, which was the next 
obvious step. The existence of such clusters 
had been postulated on purely theoretical 
grounds by members of our group in a previ- 
ous publication(13). 
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Fic. 8.—Percent change in systolic blood pressure response to injections of adrenalin and mecholyl. 
Following a one-hour rest period in a reclining position, a group of normal controls were given injec- 
tions of mecholyl, followed, after a suitable time interval, with injections of adrenalin. The percentage 
increase in systolic blood pressure has been plotted, and the difference is evident between subjects with 
ratings 3.5 and above in ectomorphy and those rated 3.0 or below. (“The Morphological Variability in 
Systolic Blood Pressure Responses,” Blair, J. H., Kline, N. S., and Lategola, M. T. Submitted for pub- 


lication.) 
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100 150 
OISPLACEMENT OF 
PULSE RATE-PULSE PRESSURE INDEX 
Fic. 9.—Relation of somatotype to orthostatic 
circulatory response. An index combining pulse rate 
and pulse pressure was established as indicative of 
circulatory response. After a “basal” condition had 
been reached, the tilt table on which the subjects 
were resting was tipped so that compensating cir- 
culatory mechanisms were evoked. When the per- 
centage of ectomorphy is plotted against the per- 
centage displacement of the pulse rate-pulse pres- 
sure index a high positive correlation is found. 
(Adapted from “The Relationship of Somatotype to 
the Effect of Orthostasis on Pulse Rates and Blood 
Pressure in ‘Normal’ Healthy Men” by Lategola, 
M. T. M. A. Thesis, Biology Department, Clark 
University.) 


DIscuSsSION 


Simple linear correlations between somato- 
type and a number of serological indices have 
been shown to exist despite certain demon- 
strable co-existent regularities and relation- 
ships that would tend to complicate the pic- 
ture. An instance of this other more complex 
type of regularity is evidenced by the corre- 
lation of somatotype with protein fractions 
(as shown in Table 2). It is evident that 
there is not simply a dichotomy of response 
in the sexes, since when the ectomorphic 
women are considered separately it is found 
that their response is intermediate between 
the endomorphic women and the men. The 
protein response of men and women, on closer 
analysis, is more suggestive of a continuum 
than a dichotomy. 

The confirmation of other relationships 
that the data have suggested requires a more 
extensive series and is, therefore, not pre- 
sented here. 

It is probable that the final relationship be- 
tween morphology and biochemical function 
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when these values have diagnostic meaning 
with a much greater degree of accuracy. 
For instance, a poly count of more than 65% 
would appear to be a definite elevation if 


will not be a simple linear one. This study, 
however, has demonstrated that certain linear 
somatotype-biochemical function relation- 
ships do hold and may be of use for certain 
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Fic. 10.—-Patterns of blood chemistry response (females). The characteristic relation of an individ- 
ual to the group is indicated by subjects 1, 2, 3 in these figures. The 3 subjects were chosen because their 
responses were at the extremes of the group distribution. In these cross correlations of 6 separate indices 
they maintain their peripheral positions with remarkable consistency. On 2 of the graphs the abscissa scales 
are reversed from the conventional in order to illustrate better the consistency of individual-to-group 
relatedness. 

The distribution of the individuals in the upper 2 graphs gives the impression of 2 separate linear re- 
gressions. The solid dots, representing the mesomorphic endomorphs, show a positive correlation between 
total protein and A/G ratio, while the open circles (the ectomorphs) show a strong negative correlation. 
To a lesser degree these opposing trends are evident in the relation of albumin t globulin. In the lower 
graphs the difference between the 2 groups is primarily one of range. 

Subjects A, B, and C, in addition to giving further illustration of the consistency of individual-to-group 
relatedness, are interesting exceptions to the somatotypic trends. Subject A, although an ectomorph, con- 
sistently falls into the endomorphic pattern of response. On the other hand, subject B, an endomorph, 
shows typical ectomorphic responses. The responses of subject C are always such that she could be char- 
acterized as a member of either group. 


mesomorphy is high, whereas for individuals 
with low mesomorphy readings up to 75% 
are not uncommon. An ectomorph with more 
than 40% lymphos probably has lymphocyto- 
sis, while this is a common level for the meso- 


practical purposes, not only to physicians but 
to physiologists, psychologists, chemists, or 
anyone using human biochemical responses. 
If the normal range of such values as hemo- 
globin, A/G ratio, percent of lymphos and 


polys, blood sugar, cholesterol, etc., is related 
to somatotype it may be possible to determine 


morph. This same type of relationship in 
respect to the other indices may provide im- 
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portant information in diagnosing such con- 
ditions as diabetes, anemia, hypertension, and 
whether or not an infectious condition is 
present. 

These findings also suggest that fundamen- 
tally different mechanisms of metabolism 
may dominate in the different somatotypes. 

If our current studies do not demonstrate 
these same relationships in nonschizophrenic 
individuals we will have gained important 
knowledge about schizophrenia itself. This 
would then suggest a type of disorganization 
in which there is “abdication of central in 
favor of peripheral control”(1) of function 
with consequent “rigidity” and loss of or- 
ganismic adaptability. 

The existence of a dependably individual 
and characteristic pattern of response for a 
particular subject in relation to the other in- 
dividuals in the group has been indicated. 
The reaction is “typical” for the individual 
insofar as his responses bear a relatively 
fixed relationship to each other from one test 
to the next. Individuals appear to fall into 
“types of responders” and, in some cases, 
the type shows a high correlation with soma- 
totype. However, there are occasional pa- 
tients who consistently react as though they 
“ought to be” of a different somatotype. 

Obviously somatotype is not “causal” nor 
is it adequate of itself to conceptualize the 
dynamic patterns that are indicated here. 

We feel that once the elements in these 
clusters of responses have been demonstrated 
and validated they themselves will suggest 
other “models” by which these reactions and 
types of reactors can be described and re- 
lated.*° 


10 Appreciation is expressed to the Wenner-Gren 
Foundation for their support of these projects. 


CONCLUSIONS 


1. Significant linear correlations between 
somatotype and certain biochemical indices 
have been demonstrated. 

2. In addition to linear relationships the 
existence of more discrimiuant patterns in- 
volving both sex of the subjects and mor- 
phological groupings is illustrated. 

3. By cross correlations of the various in- 
dices, individuals are shown to have a typical 
pattern relative to the rest of the group, 
which may be even more consistent than the 
pattern based on morphology. 
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THE VALUE OF SUBCONVULSIVE ELECTROSTIMULATION IN 
THE TREATMENT OF SOME EMOTIONAL DISORDERS? 


EUGENE A. HARGROVE, M.D., A. E. BENNETT, M.D., anp FREDERICK R. FORD, M.D. 
BerKELEY, CALIF. 


The use of faradic current in the treat- 
ment of psychiatric problems was first ad- 
vocated by Berkwitz(1) in 1939. In 1949 
Hirschfeld(2) described the technique of 
nonconvulsive electrostimulation, with a 
prior anesthetic dose of Pentothal to mini- 
mize the factor of pain. Alexander(3) in a 
separate study in 1950 found that electro- 
stimulation could be used following con- 
vulsive shock to relieve apnea and laryngo- 
spasm. Subsequently he observed that elec- 
trostimulation combined with convulsive 
shock relieved patients of memory loss and 
posttreatment anxiety. This led to the use 
of subconvulsive electrostimulation in other 
problems such as anxiety states and to its 
combination with electroshock therapy in 
some of the depressive reactions. Both 


Alexander and Hirschfeld emphasized the 
point that psychotherapy was essential in the 


successful use of this method. In Hirsch- 
feld’s opinion electrostimulation was contra- 
indicated in patients with any observable de- 
pression, and Alexander noted that depres- 
sive reactions were usually unaffected or 
worsened by nonconvulsive electrostimula- 
tion. 


PURPOSE 


The reports of these workers led us to 
investigate subconvulsive electrostimulation 
in the treatment of patients with anxiety 
states or neurotic depressive reactions. 
Originally we planned to compare treat- 
ment in a total of 150 patients, using electro- 
stimulation alone, electrostimulation com- 
bined with psychotherapy, and psychotherapy 
alone on 50 patients each. However, the use 
of electrostimulation alone brought a number 
of serious complicating problems, including 


1 Read at the 108th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

From the departments of psychiatry, Herrick 
Memorial Hospital and the A. E. Bennett Neuro- 
psychiatric Research Foundation, Berkeley, and the 
University of California, San Francisco, Calif. 
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delayed panics and abreactions; and early 
analysis of the treatment indicated such poor 
results that we abandoned this approach 
after treating 20 patients. The significance 
of results in so small a group is questionable, 
but does in our opinion indicate a definite 
trend. The recovery rate seemed unlikely to 
approximate that of the other 2 methods. We 
have therefore deleted this group from the 
statistical study, although we include per- 
tinent comments upon it. 


TECHNIQUE 


Using the Reiter machine, we have slightly 
modified the technique outlined by Hirsch- 
feld. The patient, without special prepara- 
tion, is anesthetized with 5 to 20 cc. of 24% 
or 5% Pentothal until the lid reflex is absent. 
With the machine set at moderateiy high 
modulation, the current is turned on at 10 to 
12 milliamperes and after 15 to 30 seconds 
is reduced so that the patient begins to 
breathe in a slow regular manner. The treat- 
ment then continues until the Pentothal no 
longer covers the pain, usually a period of 
2 to 5 minutes. 

When the current is stopped, some patients 
at once return to a moderately deep sleep 
from which they can be roused by placing 
them in the sitting position. Others remain 
quiet for a short time even though awake, 
while still others begin abreacting immedi- 
ately. The abreaction has a tendency to de- 
crease in direct proportion to the number of 
treatments. Unless the patient is too deeply 
narcotized he will ordinarily awaken in less 
than 5 minutes. 

Psychotherapy is begun as the patient re- 
sponds to the spoken word, in a twilight of 
consciousness that takes on characteristics 
of narcoanalysis. Therapy is directed at cur- 
rent problems, with whatever background 
investigation is necessary to treat the symp- 
toms. The depth of therapy remains flexible, 
determined by the problems involved. The 
transference is interpreted or not, as deemed 
best. 
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MATERIAL 


The study includes only those patients 
whose predominating symptoms were anxiety 
or depression. The 50 patients given a total 
of 589 electrostimulations with psychother- 
apy have been compared with 50 patients 
treated by psychotherapy alone. The pa- 
tients on psychotherapy alone were seen a 
total of 631 times. The patients in either 
group were unselected. The first 50 were 
treated by the combined method and the sub- 
sequent 50 by psychotherapy alone. As noted 
above, the 20 cases treated by electrostimula- 
tion alone were dropped from the formal 
statistical study. 


stimulation combined with psychotherapy 


TABLE 1 


Anxiety: RESULTS OF TREATMENT 


psychotherapy. Table 1 compares results of 
the methods in these cases. By way of com- 
ment, the 14 patients treated by electrostimu- 
lation alone showed an improvement rate of 
less than one-tenth that of the group on 
psychotherapy alone. 

Table 2 compares the treatment time of 
the 2 groups. An average of 23 periods was 
required for improvement on the combined 
treatment. The number of treatments varied 
from 7 to 42. The group on psychotherapy 
alone required an average of 15 interviews. 
The variation was from 2 to 43. It is inter- 
esting that none of the patients on electro- 


No change Improved Recovered 
Electrostimulation with psychotherapy... 23 (64%) 7 (20%) 6 (16%) 36 
Psychotherapy alone............++.seee- 6 (17%) 20 (57%) 9 (26%) 


TABLE 2 
Anxiety: TREATMENT TIME 
No change Improved Recovered 

Number Number Number 

of treat- Aver- of treat- Aver- of treat- Aver- 

ments age ments age ments age 
Electrostimulation with psychotherapy........ 3-23 9 7-42 23 6-24 13 


RESULTS 


In evaluating the results we have classified 
the patients in 3 groups: no change; im- 
pioved (work capacity regained, some symp- 
toms still present) ; socially recovered (re- 
turn to normal efficiency, without symp- 
toms). 

Of the 50 patients treated by the combined 
method of electrostimulation and psycho- 
therapy, 36 had the predominating symptom 
of anxiety. About two-thirds of the patients 
failed to respond; one-fifth improved and 
about one-fifth made social recoveries. In 
the group treated with psychotherapy alone, 
over half improved, more than a fourth made 
social recoveries, and no change occurred in 
less than a fifth. The group on psychotherapy 
alone thus did more than twice as well as did 
the group on combined treatment. More than 
three-fourths of them improved or recovered, 
as compared to slightly more than a third of 
those on electrostimualtion combined with 


made adequate improvement in less than 7 
treatments, while with psychotherapy alone 
definite improvement often occurred in 2 
interviews. For social recoveries the time in 
treatment was roughly similar with either 
method. The combined treatment averaged 
13 periods, with a variation from 6 to 24 
treatments ; in the group on psychotherapy 
alone the average time was 11 interviews, 
with variations from 2 to 22. 

Of the 50 patients treated by electrostimu- 
lation with psychotherapy, 14 had the pre- 
dominating symptom of depression. The re- 
sults in this group are compared with those 
on psychotherapy alone in Table 3. Nine of 
the patients on the combined treatment failed 
to show any change; none were classified as 
improved, and 5 made social recoveries. Of 
the 15 patients treated by psychotherapy 
alone 4 failed to show any change. Thus, 
more than a third of this small group im- 
proved sufficiently to be discharged and 
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the remaining third made social recoveries. 
Again, the group on psychotherapy showed 
results much superior to those in the com- 
bined treatment group. It is noteworthy that 
those treated for depression by electrostimu- 
lation alone failed to respond, with the ex- 
ception of a single patient. 

Comparing the average time in treatment 
(Table 4), we observed that recoveries were 
equally fast with either psychotherapy or 
electrostimulation combined with psycho- 
therapy. The variation in number of inter- 


and dependence, as shown by the patients’ 
associations. These components do not ap- 
pear in equal proportion in the orthodox 
method of psychotherapy, nor are they spe- 
cifically created by the therapist in the treat- 
ment situation. Ordinarily the psychother- 
apist manages depressions and anxieties by 
focusing on the current problems and the 
dynamic factors that have produced the 
symptoms. He is a permissive person to- 
ward whom the patient can direct and venti- 
late his feelings. The artificial elements in- 


TABLE 3 


DEPRESSION: RESULTS OF TREATMENT 


Electrostimulation with psychotherapy 
Psychotherapy alone 


No change 
9 (64%) 
4 (27%) 


Recovered 
5 (367%) 
5 (33%) 


Improved 


6 (40%) 


TABLE 4 


DEPRESSION: TREATMENT TIME 


No change 


Improved Recovered 


Number 
of treat- 


Electrostimulation with psychotherapy 
Psychotherapy alone 


views was also roughly similar—g to 28 and 
8 to 32, respectively. No patients treated by 
the combined method were classified as im- 
proved. Patients who improved on psycho- 
therapy required an average of 12 inter- 
views, with variations from 4 to 22 hours. 
The patients who showed no change aver- 
aged about the same number of sessions. 


DISCUSSION 


Analysis of the results of treatment has 
been surprising. The results have not con- 
firmed our expectation of an equal number 
of improvements or recoveries by either tie 
combined method or that of psychotherapy 
alone. The use of somatic treatment creates 
some problems that may slow or actually 
prevent recovery. Probably the most im- 
portant factor is the mechanics of the treat- 
ment situation. The patient is put to bed, is 
then hurt by the introduction of a needle, and 
subsequently put to sleep by the use of Pen- 
tothal. The procedure automatically and un- 
necessarily, in our opinion, introduces ele- 
ments of hostility, seduction, masochism, 


‘Number 
of treat- Aver- 
ments age 
8-32 16 
9-28 15 


“Number 
Aver- of treat- Aver- 
age ments age 


9 
10 4-22 12 


volved in electrostimulation, however, re- 
quire extra handling and add more intense 
transference problems than usually enter into 
treatment. This fact may explain in part 
the increased number of failures in the group 
treated with combined electrostimulation and 
psychotherapy, and in part the almost com- 
plete failure of electrostimulation alone. 


A dream of a male patient who was receiving the 
combined treatment emphasized the elements of 
masochism and seduction. In the dream he consulted 
the referring physician who indicated that a treat- 
ment would be in order. A giant syringe was filled 
with Pentothal and attached to a needle about 12 
inches long and 3 inches in diameter. The frightened 
dreamer tried to escape, “but the doctor caught me 
and inserted the needle into my leg, no, into my 
hip.” It hurt for a minute. Then the patient became 
hot and flushed all over, but immediately felt re- 
lieved and awoke the next morning to find that all 
his symptoms had temporarily disappeared. Upon 
return for his next treatment the patient showed 
markedly intensified anxiety. 

The element of exaggerated dependence is illus- 
trated by the case of a 38-year-old white male who 
sought relief from an incapacitating fear of heart 
trouble. Although he seemed to enjoy thoroughly the 
12 treatments by the combined method and looked 
forward to treatment days, he made no improve- 
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ment. On carbon dioxide inhalations in much the 
same setting the patient showed a similar reaction. 
With reluctance he agreed to a change of treat- 
ment. In psychotherapy vis-a-vis he began to im- 
prove with 6 interviews and has since continued to 
make progress. 


These observations are related to the poor 
results seen early in our use of electrostimu- 
lation alone. The therapist left the patient 
completely alone immediately at the end of 
electrostimulation. We felt that this method 
frustrated the very needs of the patient, who 
was denied the chance to form some type of 
relationship with an understanding person. 
At first the patient often did not seem to miss 
the doctor, but always after a few treat- 
ments he showed a greater urge to talk over 
his problems with the doctor. Stopping the 
patient in order to maintain the controlled 
situation must therefore have implied to him 
that we were not actually interested either 
in what he had to say or in the patient 
himself. 

Abreactions following electrostimulation 
are definitely related to the use of Pentothal 
and the machine. The presence or absence 
of the therapist has no effect on the quantity 
or quality of the feeling expressed. Certainly 
no one is more alone than the patient in the 
midst of a massive emotional binge, without 
the doctor to listen, reassure, or direct him. 

The countertransference varied as consist- 
ently as did the transference. It has oc- 
curred to us that perhaps the only value of 
electrostimulation in this type of case is that 
it gives an insecure therapist a screen of 
medication and machinery behind which he 
may hide himself and his feelings. What- 
ever the attitude of the therapist was, the pa- 
tient in time came to think of it as containing 
elements of hostility. 

In the course of therapy by the combined 
method we have observed a number of panic 
reactions. These always occurred after the 
patient had left the treatment session, and 
therefore caused both the patient and his 
relatives a great deal of anxiety. Some pa- 
tients refused to return for further treat- 
ment or insisted on changing the treatment ; 
others had to be hospitalized. When the 
combined treatment was not discontinued 
the problem of the panic reaction had to be 
resolved before therapy of the presenting 
symptoms could be continued. 


For example, one female patient became anxious 
and fearstricken on returning home from treatment. 
Her panic produced disorganization resembling 
psychosis. Fleeing from the house she was ap- 
prehended by police and placed in the county psy- 
chopathic ward, where she remained until released 
for hospitalization and further treatment by one 
of us. 


The quality and quantity of the abreaction 
is an important factor. Theoretically, the ab- 
reaction should determine the rate of therapy. 
Unfortunately, the intense expression of feel- 
ing so early in treatment appears to arouse 
further anxiety. If the patient were able to 
handle free ventilation of his feelings he 
would probably not be in treatment. The 
sudden release of the dammed-up emotions 
is thought of in terms of weakness or dis- 
grace. In psychotherapy the true feelings 
come out gradually as the patient judges is 
appropriate and as he feels safe to express 
himself with the therapist. Electrostimu- 
lation completely destroys this natural in- 
hibition, causing a flood of feeling. Often 
this sudden display is not only unacceptable 
to the patient but seems to him presumptuous, 
since he has known the therapist so short a 
time. This may well account for the panic 
reaction. 

The abreaction has been reported to differ 
from that seen in narcosynthesis, but we 
have observed no difference. For example, 
if the desired depth of anesthesia could not 
be attained without undue pain or the risk 
of massive doses of Pentothal, we treated a 
few patients in the early stages with narco- 
synthesis alone. The abreaction appeared the 
same in intensity and duration as under elec- 
trostimulation, 

We have not found electrostimulation of 
value in the treatment of depressions. About 
twice as many patients recovered or im- 
proved on psychotherapy alone as on the 
combined treatment. In treatment of symp- 
toms of anxiety the results were equally 
poor. 

In our series of a total 903 treatments 
given to 83 patients, 5 instances of true 
Pentothal sensitivity occurred in 3 to 9 treat- 
ments. Coupled with the inherent risk in 
anesthetizing any patient, the poor results of 
treatment indicate that the risk is hardly 
worth while. 

A financial factor must also be considered. 
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The patient often requires so much Pentothal 
as to incapacitate him for all or part of a day. 
This is not true in psychotherapy. He must 
also pay for the use of machinery, linens, 
medication, and nursing care, which are no 
part of psychotherapy. 


CoNCLUSIONS 


1. A total of 120 patients have been treated 
for anxiety and depression with subconvul- 
sive electrostimulation combined with psy- 
chotherapy, with electrostimulation alone or 
with psychotherapy alone. 

2. Less than one-fifth of the patients 
treated with psychotherapy alone for the 
symptom of anxiety failed to improve or re- 
cover, as compared with almost two-thirds of 
those treated by the combined method. The 
group on electrostimulation alone, although 
too small for comparison, indicated a trend 
toward poorer results than those observed 
with the other 2 methods. The average time 
required for social recovery by any method 
is roughly similar. 

3. In depressions 11 of 15 patients treated 
by psychotherapy improved or recovered, 
whereas by the combined method only 5 of 
15 made comparable gains. The smaller 
group treated with electrostimulation indi- 
cated poorer results than with the combined 
treatment. The duration of treatment in 
each method is roughly similar. 

4. The use of electrostimulation combined 
with psychotherapy in the treatment of anxi- 
eties and mild depressions may add problems 
that retard treatment or prevent recovery. 

5. The explosive ventilation of feeling 
that electrostimulation undoubtedly causes is 
at best a temporary relief. It has no part in 


the long-term approach to amelioration of 
the patient’s symptoms that only a process 
of reeducation can achieve. The introduction 
of pain, seduction, inappropriate dependence, 
or indulgence in masochism does not achieve 
reeducation in any sense, and our results 
emphasize this belief. 

6. Treatment of patients with the pre- 
dominating symptoms of anxiety or mild de- 
pression by electrostimulation is in our pres- 
ent experience second choice to treatment by 
psychotherapy alone. 
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A COMPARISON BETWEEN UNIDIRECTIONAL CURRENT NONCON- 


VULSIVE ELECTRICAL STIMULATION GIVEN WITH REITER’S 
MACHINE, STANDARD ALTERNATING CURRENT ELECTRO- 
SHOCK (CERLETTI METHOD), AND PENTOTHAL IN CHRONIC 


SCHIZOPHRENIA * 


Nonconvulsive stimulation has now been 
used for a wide variety of disorders(1-4). 
Wilcox(3) in a study of chronic psychotic 
patients of all types stated that there was 
improvement in ward behavior in such cases, 
irrespective of age distribution, and in 
chronic schizophrenia the cumulative im- 
provement rate was reported to be 19%. By 
improvement was meant a difference in ward 
behavior (i.e., wetting, soiling, destructive- 
ness, and noisiness), and no attempt was 
made to assess any change in the psychosis. 
Martin(5) used ECT indiscriminately in 
improving patient standards on a back ward ; 
he also changed the environment and as- 
sessed his results in consultation with the 
nursing staff. He stated that in 72 male pa- 
tients bed wetting fell from 48 to 40, and that 
25 out of 62 patients became more coopera- 
tive and interested in ward activities. None 
of his patients engaged in occupational ther- 
apy so progress was also measured by will- 
ingness to enter into simple play and to go 
for walks. He found that 9 months after 
treatment 60% of patients “improved.” Vari- 
ables introduced into these assessments were 
psychotherapy, environmental manipulation, 
and in some cases intravenous barbiturates. 
Wilcox stated that he considered the most 
important factor in improvement was the 
production of grand mal seizures, but Pa- 
cella(6) has shown that in involutionals, 
acute paranoid states, and manic-depressive 
psychosis, the results with ECT (Cerletti) 
and Reiter’s convulsions are very similar. 

Miller et al.(7) have shown that under an 
environmental situation wherein a high level 


1From the Saskatchewan Hospital, Weyburn, 
Sask. 
2 Social Biologist. 


D. H. MILLER, M.B., Topeka, Kans., J. CLANCY, M.B., Weypurn, Sask., 
AND 


E. CUMMING, M. A.,? Recina, Sask. 


of patient activity is possible there is no 
change in the patient’s psychosis and al- 
though social performance improves there is 
no statistically significant change in ward be- 
havior as regards accessibility of the patients 
to the staff and activity levels over a period 
of 2 months. 

The aim of the present experiment was to 
compare the effects of unidirectional current, 
nonconvulsive stimulation with Pentothal, 
Pentothal alone, and standard alternating 
current electroshock on a chronic schizo- 
phrenic psychosis and on the social perform- 
ance of chronic schizophrenic patients under 
similar environmental conditions. Social per- 
formance was measured by the ability of 
patients to engage in occupational and rec- 
reational activities, in their accessibility to 
the staff and each other, and an improvement 
in their social behavior as regards cleanliness, 
verbalizing, and toilet habits. 


METHOD 


Of 40 patients living in a similar environ- 
ment, all of whom were originally diagnosed 
as suffering from catatonic schizophrenia, 
who had been hospitalized for an average 
period of ten years, a random 30 were treated. 
Of these 40 patients, 37 had received com- 
binations of the following during their ill- 
ness: electroshock, insulin, metrazol, and 
hydrotherapy, but none had received any 
treatment for one year preceding the investi- 
gation. These 30 were divided at random 
into groups of Io and the 3 groups were 
treated each morning on the following basis: 
(1) ECT to give a grand mal seizure, 
(2) Pentothal grs. 73 I. V. given rapidly to 
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anesthesia, (3) Pentothal grs. 7} I. V. plus 
nonconvulsive stimulation given for 5 min- 
utes. Reiter Model CW. 47 was used with 
position 1 and a high value of modulation, 
5 milliamps of current being given. The left 
temple always received the positive pole and 
the electrodes were placed one inch above 
the top of the middle ear. Wilcox obtained 
optimal results with 20 treatments and there- 
fore that number were given; Pentothal and 
nonconvulsive stimulation were given 5 times 


disagreement between them as to the results 
recorded. The factors considered in social 
performance were cleanliness, continence of 
urine and feces, willingness to undertake 
occupational and recreationa! activities (ac- 
tive occupation), and to attend entertain- 
ments (passive occupation), ability to ver- 
balize and interest in their environment. The 
physicians’ assessment was primarily con- 
cerned with the presence of the known clini- 
cal signs of catatonic schizophrenia. 


TABLE 1 


RESULTS IN THREE TYPES OF TREATMENT 


No. of pts. 
actively 
employed 


(A) Patients treated with nonconvulsive 
stimulation (10 cases) 
At end of pretreatment period of 1 week... 6 
At end of posttreatment period of 2weeks.. 9 
(B) Patients treated with 74 grs. Pentothal 
intravenously (10 cases) 
At end of pretreatment period of 1 week... 2 
At end of posttreatment period of 2 weeks.. 10 
(C) Patients receiving ECT (10 cases) 
At end of pretreatment period of 1 week... 4 


No. of pts. 


sh 
and shave 
without help 
staff felt showed 
an interest in 
their environment 


No. of pts. 
toilet habits 


(urine) 
toilet habits 


(feces) 


occupie 
No. of pts. 
answering 
questions 
No. of pts. 
clean and 
tidy 
No. of pts. 
able to wa: 
with clean 
No. of pts. 
with clean 
No. of pts. who 


5 3 
8(7)* 4 


7 6 9 
6(8) 8(7) 8(8) 


7 7 

At end of posttreatment period of 2 weeks.. 9(8) 10 5 
Total (30 cases) 

At end of pretreatment period of 1 week... 12 20 13 15 II 21 


At end of posttreatment period of 2weeks.. 28 287 18 19 18 22 


* Figures in brackets are those recorded 1 day after termination of treatment. 


7 Significant difference. 


weekly over a period of 4 weeks ; but to avoid 
the development of confusional states, ECT 
was given only for 3 weeks. 

Patients were assessed by staff according 
to the method of Miller et al.(7) before 
treatment commenced, after the cessation of 
treatment, and at an interval of 2 weeks fol- 
lowing. The state of the patients’ psychosis 
was thus assessed by 2 of the authors and in- 
dependently by 2 other physicians, who were 
not aware what treatment the patients were 
receiving. The ward staff who had patients 
allotted to them assessed their social perform- 
ance independently of each other at 2-day 
intervals. At least 4 staff members were con- 
cerned with the assessment of each patient, 
and it was found that there was no significant 


The results were assessed with chi-square 
and Yates correction(8). Chi-square is in 
this method a measure of significance and 
assesses the probability of a finding being due 
to chance. In this study the patients were 
compared before and after treatment but in 
another paper the authors have discussed the 
alteration in their state relative to controls in 
a similar environment. 


RESULTS 


The figures in Table 1 show that there is 
no significant difference between the results 
obtained with the 3 types of treatment. Two 
of the patients on ECT became transiently 
confused, and it was on the whole much 
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more difficult to give this treatment owing 
to the anxiety aroused. Pentothal was easy 
to give but one patient had a violent abreac- 
tion after each treatment. Of the 3, Reiter 
stimulation was the most time-consuming. 

Continual observations were made on the 
patients, and in the table the bracketed figures 
are those recorded one day after treatment. 
To obtain a significant change in group per- 
formance in any one quality at least 4 people 
of a group of 10 must improve. These fig- 
ures therefore do not affect the results. Over 
the whole treatment group 16 patients began 
to engage in occupations of various sorts, 
such as woodwork, painting, braiding, etc., 
and also engaged in active games such as 
curling, ice-skating, and indoor ball games. 
Eight patients who were previously not pre- 
pared to attend entertainments of various 
types did so. Both these figures are signifi- 
cant (in the one chi-square = 16.87500, in 
the other 5.103167). Davies’(g) finding that 
patients tend to engage only in recreational 
activity and stop short of useful work was 
not confirmed as all patients who became 
active were prepared to take part in both rec- 
reational and occupational therapy. The staff 
were asked to assess whether a patient was 
interested in his environment and only if 
there was independent agreement among the 
staff was it accepted that this was so. Of the 
whole group of 30 patients, 12 became thus 
interested and this difference gives a chi- 
square of 11.134969, which is again highly 
significant. Since all the patients became 
continent of feces a state of “perfection” in 
this respect was reached, and the statistical 
method outlined above is not applicable. 

It will be noted from the table that there 
was an over-all improvement in the patients’ 
social performance but only in the specific 
qualities discussed above was this greater 
than chance would dictate. 

There was parallel to this social change 
some change in the state of the psychosis 
shown by the patient. Wexler(10) has noted 
that in a chronic schizophrenic woman treated 
psychotherapeutically after 10 months the 
illness became more acute. The authors have 
demonstrated the great variability of ob- 
served symptoms in chronic schizophrenia 
but even allowing for this there is a signifi- 


cant increase in the number of patients in 
whom hallucinations could be demonstrated. 
The number of patients observed to be hal- 
lucinating rose during the treatment from 
20 to 30. This figure is greater than chance 
would dictate. In other respects there was 
no significant change in the psychotic picture. 


SUMMARY AND CONCLUSIONS 


In this study it has been demonstrated that 
under environmental conditions wherein op- 
portunity for activity was available there is 
an improvement in the social performance of 
chronic schizophrenic patients treated with 
ECT, nonconvulsive stimulation under Pen- 
tothal, and Pentothal alone. The improve- 
ment does not vary significantly with the 
various types of treatment. ECT was the 
most difficult treatment to give owing to the 
apprehension shown by the patients. Al- 
though there was a change in all the social 
qualities discussed this was significant only 
as regards the increase in activity of the pa- 
tients both actively and passively and in the 
interest the staff felt they showed in their 
environment. Three patients who were in- 
continent of feces became continent. The 
only significant change in the patients’ psy- 
chosis was that all 30 were demonstrably hal- 
lucinating at the end of the experiment. It 
is felt that this may well be an indirect effect 
of the treatment in that the patients were 
participating more in a real world and pre- 
sumably the more acute evidence of illness 
is a defense mechanism. 
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PSYCHIATRIC FINDINGS IN FATIGUE* 
ROBERT S. SCHWAB, M.D.2 ann THOMAS DeLORME, M. D.,° Boston, Mass. 


Fatigue is the commonest of experiences, 
yet few can define or describe it accurately. 
In muscular exercises such as chopping 
wood, a normal man sooner or later “feels” 
tired, pants, sweats, and stops to rest. After 
a few minutes he has recovered and can go 
at it again. Likewise the normal man may 
feel at the end of a busy day “all tired out.” 
A brisk game of tennis, a hot shower, and a 
good meal restore him so much that 4 hours 
of dancing is taken on without effort. 

What one man can do as compared with 
another is a tremendous variable. Further- 
more, the work output of the same individual 
under one set of circumstances, compared 
with another performance under different 
conditions, is a second important variable. 

When a normal person is doing a certain 
task involving voluntary work of the muscles, 
such as sawing wood, fatigue of the muscles 
develops and along with this there is the 
usual subjective feeling or awareness of tired- 
ness. At a certain point, the desire to con- 
tinue the work and the wish to stop it and 
rest are exactly balanced, and work ceases. 

This point in stopping is postponed when 
motivation to continue is increased and occurs 
earlier if the motivation is lowered. There- 
fore, a third variable—the point of stopping 
—must be considered in voluntary work of 
any kind. 

All this is familiar to normal life. Fatigue 
out of proportion to the work done, fatigue 
that won’t disappear with rest (cessation of 
the work) is called chronic fatigue or patho- 
logical fatigue ; and therefore requires other 
measures than rest to remove it. 

People with chronic fatigue interfere seri- 
ously with the high efficiency demanded in 
the Army, Navy, and Air Force; and in in- 


1 Read at the 1o8th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 12-16, 1952. 

Aided by a grant from the Office of Naval Re- 
search, N5-ORI-76/VIII, N. R. 113-141. 

2 Director of Electroencephalographic Laboratory, 
Massachusetts General Hospital. Clinical assistant 
professor in neurology, Harvard Medical School, 
Boston. 

8 Special consultant to above project. 


dustry they are a source of reduced output, 
lowered quality, and inefficient operation. 
Tired lookouts lead ships into disaster ; and 
weary engineers miss essential red signals. 
Fatigue is often associated with poor judg- 
ment, omission of essentials, and unpredicta- 
ble and other serious mistakes. 

The word “fatigue” includes both muscu- 
lar impairment and the subjective feeling or 
awareness of tiredness. The two are very 
different(1). Muscular impairment with ab- 
normal fatigue curves that show lowered out- 
put of work will be found in the neurological 
diseases of the muscles, nerves, and brain. 
They will not be found in normal, healthy 
people and probably not in nervous people 
who complain of fatigue. Therefore, the feel- 
ing of tiredness in such people is due to emo- 
tional and situational problems connected 
with their lives and stresses therein. 

The location of this “fatigue” is in the 
mind, which, of course, is in the brain. There- 
fore, rest of the muscles as a treatment of 
such patients is not the logical or correct 
remedy. 

In a living organism it is important that 
there be a number of protective mechanisms 
to prevent the effector organ with its long 
recovery time from ever being completely 
fatigued. These belong to the same group 
of servomechanisms or negative feedback 
systems that are so well known in engineer- 
ing and electronics. The centrifugal speed 
governor on a steam engine is perhaps the 
best known example of such a mechanism. 
The reader is referred to the monograph on 
this subject as applied to the nervous system 
and behavior in man by Professor Norbert 
Wiener (2). In animals and man that part 
of the brain where volitional action and con- 
sciousness exist becomes fatigued before the 
conducting pathways and effector organs. If 
this were not so, for example, overdriving 
of the muscles of respiration would soon. 
render them completely fatigued. They 
would not respond to further stimuli, respira- 
tion would cease, and death of the whole or- 
ganism would follow. In the human subject 
cardiac arrest from fatigue that lasted more 
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PSYCHIATRIC FINDINGS IN FATIGUE? 
ROBERT S. SCHWAB, M.D.2 ann THOMAS DeLORME, M. D.,? Boston, Mass. 


Fatigue is the commonest of experiences, 
yet few can define or describe it accurately. 
In muscular exercises such as chopping 
wood, a normal man sooner or later “feels” 
tired, pants, sweats, and stops to rest. After 
a few minutes he has recovered and can go 
at it again. Likewise the normal man may 
feel at the end of a busy day “all tired out.” 
A brisk game of tennis, a hot shower, and a 
good meal restore him so much that 4 hours 
of dancing is taken on without effort. 

What one man can do as compared with 
another is a tremendous variable. Further- 
more, the work output of the same individual 
under one set of circumstances, compared 
with another performance under different 
conditions, is a second important variable. 

When a normal person is doing a certain 
task involving voluntary work of the muscles, 
such as sawing wood, fatigue of the muscles 
develops and along with this there is the 
usual subjective feeling or awareness of tired- 
ness. At a certain point, the desire to con- 
tinue the work and the wish to stop it and 
rest are exactly balanced, and work ceases. 

This point in stopping is postponed when 
motivation to continue is increased and occurs 
earlier if the motivation is lowered. There- 
fore, a third variable—the point of stopping 
—must be considered in voluntary work of 
any kind. 

All this is familiar to normal life. Fatigue 
out of proportion to the work done, fatigue 
that won’t disappear with rest (cessation of 
the work) is called chronic fatigue or patho- 
logical fatigue ; and therefore requires other 
measures than rest to remove it. 

People with chronic fatigue interfere seri- 
ously with the high efficiency demanded in 
the Army, Navy, and Air Force; and in in- 


1 Read at the 108th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
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dustry they are a source of reduced output, 
lowered quality, and inefficient operation. 
Tired lookouts lead ships into disaster ; and 
weary engineers miss essential red signals. 
Fatigue is often associated with poor judg- 
ment, omission of essentials, and unpredicta- 
ble and other serious mistakes. 

The word “fatigue” includes both muscu- 
lar impairment and the subjective feeling or 
awareness of tiredness. The two are very 
different(1). Muscular impairment with ab- 
normal fatigue curves that show lowered out- 
put of work will be found in the neurological 
diseases of the muscles, nerves, and brain. 
They will not be found in normal, healthy 
people and probably not in nervous people 
who complain of fatigue. Therefore, the feel- 
ing of tiredness in such people is due to emo- 
tional and situational problems connected 
with their lives and stresses therein. 

The location of this “fatigue” is in the 
mind, which, of course, is in the brain. There- 
fore, rest of the muscles as a treatment of 
such patients is not the logical or correct 
remedy. 

In a living organism it is important that 
there be a number of protective mechanisms 
to prevent the effector organ with its long 
recovery time from ever being completely 
fatigued. These belong to the same group 
of servomechanisms or negative feedback 
systems that are so well known in engineer- 
ing and electronics. The centrifugal speed 
governor on a steam engine is perhaps the 
best known example of such a mechanism. 
The reader is referred to the monograph on 
this subject as applied to the nervous system 
and behavior in man by Professor Norbert 
Wiener (2). In animals and man that part 
of the brain where volitional action and con- 
sciousness exist becomes fatigued before the 
conducting pathways and effector organs. If 
this were not so, for example, overdriving 
of the muscles of respiration would soon. 
render them completely fatigued. They 
would not respond to further stimuli, respira- 
tion would cease, and death of the whole or- 
ganism would follow. In the human subject 
cardiac arrest from fatigue that lasted more 
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than 10 or 12 seconds might be fatal and 
would invariably produce unconsciousness. 
With the utmost determination of will power 
a track athlete can fatigue his leg muscles 
so that he is unable to support himself after 
crossing the finish line—and falls to the 
ground—but he can still move individual 
muscles voluntarily and all are excitable to 
electric current or reflex stimulation (the 
tendon reflex is elicitable in such cases( (3). 


FORE 
PROSTIGMIN 


WORK DONE= 
1543 Kg. 


ERE 1.5 mm. sec. 


lated by suitable rests and straps. The work 
done was found by direct measurement of 
the length of the resulting lines that made 
up the ergogram and multiplied by the factor 
in the pulley system. The result was ex- 
pressed as kilogram-centimeters. 

In many observations the electromyogram 
from the muscles being tested, obtained by 
surface electrodes, was recorded by a Grass 
inkwriter on the same paper as the ergogram. 


AFTER PROSTIGMIN 


| WORK DONE:3255 kg. 


{ 
it 
1.5 mm. 


Fic. 1. Voluntary ergogram of a patient with myasthenia gravis before and after injection of 1.5 mg. 
Prostigmin methyl sulfate and 0.6 mg. atropine sulfate (standard diagnostic ampoule). 
The electromyogram is shown on the upper tracing and the ergographic curve below. The two are syn- 


The proprioceptive impulses from the 
working muscle and tendon, plus possible 
feedback impulses from the pyramidal tract 
system, added to complicated and unknown 
associated stimuli, “fatigue” the cells in the 
voluntary centers long before the muscle cells 
become exhausted. Nerve cells require less 
than a second to become refractive and re- 
cover in a second or two(4). Muscle cells 
when exhausted require 5 to 15 minutes for 
recovery. 

We have experimented with a number of 
types of ergographs. We found the spring 
type not satisfactory. The use of a weight 
raised by a simple pulley system was easy 
to adjust, and gave more constant and re- 
liable results. The weight activated a pen that 
wrote on the paper of the usual kymograph. 
The muscles used could be reasonably iso- 


chronous as to time. The amount of work done in each test is indicated in the figure. 


In other examinations, the work was de- 
termined by having the subject hang from an 
overhead bar. The flexor muscles of both 
wrists are the ones under contraction in such 
a test. The end point is the time the subject 
can hang on to the bar. Electromyograms 
can be obtained at the same time. 

In general, voluntary ergograms give re- 
liable records of fatigue curves—they show 
clearly the difference between weak muscles 
of a patient with early polio and the improved 
performance with recovery. They show with 
fair reproducibility the benefits of an in- 
jection of neostigmin in the pathological 
fatigue of myasthenia gravis (Fig. 1). But 
in patients with psychiatric fatigue who are 
so influenced by suggestion, reassurance, and 
other motivational factors voluntary ergo- 
grams often are in error. For example, a 
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patient with chronic fatigue, hysterical symp- 
toms, and inability to work showed a dra- 
matic improvement after injections of normal 
saline, chewing blank wax pellets, as well as 
those with cocaine (Fig. 2). 

Since the will of the subject in doing work 
tests may alter its amount, this must in some 
way be measured too. This level of motiva- 
tion is an essential variable, as will be shown. 
Some check on it is highly desirable, and 


tion goes. Yet it causes a powerful contrac- 
tion of the muscle that can be accurately con- 
trolled by the waxing and waning pattern of 
60 of these waves per second. The large 
surface glass electrode over the motor point 
does not require electrode paste and is quite 
simple to attach. 

With this technique fatigue curves with 2 
or 5 kg. weights can be obtained (Fig 3). 
These do not involve motivation levels in the 


Fic. 2. Voluntary ergogram of hysterical patient mentioned in the text. On the left is shown curve 
before the wax preparation containing no active drug was administered. The ergogram on the right shows 
the effect on his work performance of suggestion from chewing the blank wax pellet. Identical reactions 
were obtained after the injection of normal saline or if the subject chewed a wax pellet containing 0.5 mg. 


cocaine, 


this involves the third type of fatigue test. 
This calls for a painless, simple, and repro- 
ducible way to stimulate the muscle by an 
electric current to avoid and check the vari- 
able levels of motivation. Such electrically 
induced ergograms have not previously been 
possible in human beings. 

We first tried various conventional electric 
stimulators with mechanically produced wax- 
ing and waning patterns of the current, all 
of which were more or less painful even with 
the use of skin anesthetics such as benzo- 
caine. We then found that the commercially 
available Batrow‘* unit was ideal for this 
purpose. It furnishes a high-voltage (47,000 
volts) wave highly damped and of extremely 
short duration, only 7 microseconds. This 
produces no pain or other discomfort and, in 
fact, is almost imperceptible as far as sensa- 


4 This instrument was provided by the Batrow 
Laboratories, Inc., Branford, Conn. 


subjects and can be repeated after suitable 
rest periods in identical form. For example, 
the extensor carp radialis when completely 
fatigued requires 12 minutes of rest to re- 
produce the same curve a second time (Fig. 
4). During the production of such electric- 
ally induced ergograms the subject usually 
does not experience any sensation of general 
fatigue even though the muscle itself is 
completely exhausted. 

We have shown in Fig. 5 that motivation 
levels determine the point of stop in an ex- 
ercise test. The effect of different levels of 
motivation in voluntary performance tests 
suc’ as hanging from the bar, the time of the 
hanging being an indication of the work per- 
formed, have been described in other reports. 
We have confirmed the observations that the 
average time of a normal individual when he 
is told to let go when he is tired is approxi- 
mately a minute to a minute and 15 seconds. 
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If strong suggestion and encouragement are 
used, or hypnosis, this is prolonged—to a 
minute and a half. On the other hand, if a 
simple award, such as a $5 bill, is offered to 
the patient if he can beat the records that he 
previously had shown, he may run from 14 
to 2 minutes, showing that the reward moti- 


NORMAL 


ii 


Fic. 3. Normal electronic-induced ergogram from the right gastrocnemius in a normal control. 


jects would run to catch the second train was 
somewhat greater than the first, as indicated 
in the report to follow, and in about the same 
relation that the increase in hanging time was 
made by suggestion. A striking difference 
occurred during the last train’s departure. 
Missing this entailed in the case of most of 


TOTAL 9920 KgGm 


1 min— 1 


i 


The 


amount of work is indicated on the chart in kilogram centimeters. The total work for the whole exer- 
cise is on the right side of the figure. Note the smooth regularity of the curve, the straight baseline, and 
the slight rise at the beginning of the tracing. This is seen in normal ergograms of this type and prob- 
ably represents increased efficiency from the dilatation of blood vessels occurring when the muscle that is 


active has a capillary bed that is 30 times that of the resting muscle. 
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Fic. 4. Electronic ergogram of i extensor carpi radialis muscle that is repeated with identical 
placements of the electrodes and dial settings of the apparatus a number of times after different intervals 


of rest. 
12-15 minutes for complete recovery. 


vation is probably higher than that from sug- 
gestion or hypnosis in certain individuals. 
Observations .on the duration of time or 
distance before a man ceases to run in catch- 
ing a commuter train, when there were only 
3 available to get him home, were undertaken 
during the past 2 years by the author. As 
shown on the chart, the motivation to catch 
the first train was rather low, and the dignity 
of the person was preserved. The subject 
would only run 10 or 20 yards, knowing that 
there were 2 other trains to get and that the 
time could be profitably spent in the station 
waiting for them. The distance that sub- 


Note that the return to the previous level of performance is only 50% at 6 minutes and requires 


the commuters a $5.00 to $10.00 taxi ride, or 
the need of spending the night in the city of 
Boston with the usual difficult explanation to 
wives as to what they were doing and why. 
The result of this increased motivation was 
that the people who missed the last train made 
a tremendous effort to get it. Dignity was 
thrown to the winds, the subjects would yell 
and wave their arms, drop their packages 
and sprint anywhere from 60 to 70 yards 
down the station platform, hoping that the 
train would slow down and pick them up, 
which, fortunately, it did whenever this ob- 
server was present. 
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FATIGUE AND MOTIVATION 


REGULAR MOTIVATION 


UZ HYPNOSIS 
HANGING 


BAR $5 REWARD 


MINUTES 


ist TRAIN 42 


TRAIN St! 
RUNNING 


Fic. 5. This figure represents in a somewhat 
diagramatic way the differences in performance un- 
der different motivation levels. The upper part 
shows the average time normal controls will hang 
from the bar before dropping off under 3 different 
motivation situations. The first is the ordinary test 
that a subject would do if he came to the laboratory 
as a normal control. The second is for better per- 
formance under strong suggestion and urging (hyp- 
nosis in some cases). The third is the simple re- 
ward motivation when a $5 bill was shown and 
promised to the patient if he would better the 2 
previous records. 

The bottom part of the chart is an average of the 
distance values estimated from the number of posts 
on a railroad station platform that a commuter will 
run before giving up when he has missed his train 
home in the evening. Again, there are 3 different 
motivation levels, which correspond in a rough way 
to those of the upper part of the chart. The much 
better performance in running after the last train 
is due to the high motivation to eliminate the vari- 
ous nuisances and troubles involved in missing it. 


In situations where motivation is impaired 
by lack of interest, anxiety, or a conflicting 
wish, fatigue occurs sooner, for example: 


A 25-year-old assistant navigating officer on a 
combat ship reported to a Medical Officer (RSS) 
that for the past 3 weeks he had been tremendously 
bothered by fatigue, especially during night watches. 
Working out bearings in convoy seemed intolerable, 
and the muscles in his back ached constantly. Some 
simple changes in his duties and a mild sedative 


failed to help, but one week later, after a mail call 
from an escort destroyer, all symptoms disappeared. 
His wife had written that her pregnancy was in 
order, of a financial windfall, and that his father’s 
supposed cancer was only a mild senile prostatitis. 
A much more strenuous series of night navigation 
problems was undertaken without any fatigue. This 
sort of situation is so common that anyone can quote 
similar instances. 


CoNCLUSIONS 


We have studied fatigue curves in 65 
normal subjects, 50 patients with myasthenia 
gravis, 25 patients with Parkinson’s disease, 
50 patients with miscellaneous neurological 
conditions such as poliomyelitis, arthritis, 
and dystrophy, and 40 patients who did not 
have any structural disease of their muscular 
or nervous systems but whose complaint was 
chronic fatigue and who had symptoms of 
nervousness, indicating that their fatigue was 
of psychogenic origin. 

The site of pathology of the fatigue in the 
neurological cases mentioned may be in the 
muscle, the end-plate, or in the peripheral 
nerve. However, the source of the fatigue 
complaint in patients with chronic fatigue of 
nonneurological nature and not due to medi- 
cal diseases lies in the brain. Treatment of 
this type of disease must be directed toward 
determining the psychological causes of the 
fatigue and correcting them. The prescrib- 
ing of muscular rest with the idea that the 
muscles are at fault is a waste of time. 
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CLINICAL NOTES 


AN EVALUATION OF THE RESULTS OF TREATMENT OF 
33 PATIENTS WITH CARBON DIOXIDE INHALATIONS* 


JACKSON A. SMITH, M.D.,2 Houston, Texas 


Following the reports of Meduna and Wil- 
cox on the use of carbon dioxide in the treat- 
ment of morbid mental states, this method 
was used on 33 patients with anxiety, hys- 
teria, and depression. These patients were 
followed from 6 months to 2 years after 
treatment was initiated. In order to evaluate 
better the effectiveness of the method, psy- 
chotherapy was limited to a routine history 
and superficial reassurance during the period 
of administration of carbon dioxide. 

Usually treatments were given 3 times a 
week on alternate days for 4 weeks and then 
on a weekly basis, the schedule being varied 
depending on the patient’s status. The gas, 
a 30% carbon dioxide and 70% oxygen mix- 
ture, was administered by an oxygen mask. 
The technique and purpose of the treatments 
were explained to the patient. 

On an average, 32 inhalations were taken 
at each treatment ; however, this was altered 
depending on the response of the individual. 
The patient was asked to inhale as the ther- 
apist counted. The treatment was given with 
the patient in a supine position. 

Increased depth and rate of respiration, a 
tachycardia, and profuse perspiration were 
routinely found. Six of the patients regu- 
larly lost consciousness as judged by their 
failure to recall the last few numbered in- 
halations. None of the anxious-depressed 
group dreamed routinely ; and when they did 
dream, it was indefinite with only fragmen- 
tary impressions being recalled. This was in 
contrast to the hysterical group, all of whom 
stated they dreamed if they “passed out”; 
usually these dreams were not clear. In 
some patients the dreams were very pleasant 
sensations and in others were sufficiently 
disturbing to cause anxiety after the treat- 
ment. Four of the 33 patients showed ob- 


1From the Department of Psychiatry, Baylor 
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jective and subjective improvement dur- 
ing the first 5 weeks. Of these 4, improve- 
ment has lasted from 8 months to 2 years. 
They had all adjusted satisfactory “inter- 
personally and intrapersonally” prior to an 
episode of acute anxiety. Two had phobic 
thoughts of a homicidal nature directed to- 
ward members of their families; they were 
extremely uncomfortable while plagued with 
these ideas. The most apparently beneficial 
results occurred in these 2 patients, both of 
whom obtained relief after the third treat- 
ment. Three of the hysterical patients de- 
veloped some dependency on the carbon diox- 
ide and would request a treatment before any 
particularly trying or unpleasant task. 

Hysterical patients frequently developed a 
transitory state of euphoria immediately fol- 
lowing treatment, which was not seen in 
other groups. Patients who were depressed 
and anxious and had responded to electric 
shock therapy during a previous episode did 
not show improvement when given carbon 
dioxide. Four individuals became so anxious 
during the procedure that further treatment 
was refused. 


SUMMARY 


Thirty-three patients who were anxious, 
depressed, or hysterical were treated by in- 
halation with a mixture of 30% carbon diox- 
ide and 70% oxygen. These patients were 
followed from 6 months to 2 years. Of this 
group, 4 patients responded promptly and 
sustained their improvement. Eight patients 
showed slight and usually temporary im- 
provement over a period of 6 to 8 weeks. 
Improvement is defined as a decrease in the 
number and severity of the symptoms and a 
return to a premorbid level of adjustment. 
Twenty-one of the 33 patients received no 
appreciable help from this method of treat- 
ment and in this series this procedure was 
considered to be of limited value. 
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The World Wars made few basic additions 
to psychiatric diagnosis, therapy, or theory, 
but each of them forced into the widest appli- 
cation the knowledge we had already gained. 

Since World War II, the vast upsurge of 
concern in human welfare has, most natu- 
rally, vitalized our own field and has vitalized 
it in a rapidly growing number of countries 
around the world. The great programs of 
social betterment now moving into operation 
in India and Pakistan and Egypt, in Mexico 
and many other Latin American countries, 
are carrying with them far-reaching reforms, 
innovations, and expansions in psychiatry. 
These find expression, for instance, in the 
planning for a central neuropsychiatric insti- 
tute in India, and in the setting up of a men- 
tal health institute in Mexico’s new Univer- 
sity City. Psychiatric departments are being 
established, and are being strengthened and 
developed, in many of the South American 
universities. The Expert Committee on Men- 
tal Health of the World Health Organization 
is currently circulating reports of what con- 
stitutes an adequate community mental hos- 
pital, and these reports are written by psy- 
chiatrists of Thailand, of Chile, and of Scot- 
land. In them one can see the great similarity 
of problems and the wealth of solutions ; one 
can see, too, that many of these solutions are 
exportable. 

With the partial re-establishment of travel 
and communication after World War II 
there set in a period of rapid development of 
world organizations. The World Federation 
for Mental Health was established in 1948; 
the first International Congress of Psychia- 
try was held in Paris in September 1950; and 
the World Medical Association has planned 
a conference on undergraduate education, 
with a section on psychiatry, to be held in 
August 1953 in London. 

The World Federation for Mental Health 
took the place of the International Committee 
on Mental Health, which had been in opera- 
tion prior to World War II. In the setting 
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THE AMERICAN PSYCHIATRIC ASSOCIATION AND ITS RELATIONS TO 
WORLD PSYCHIATRY AND WORLD MENTAL HEALTH 


up of the Federation, the American Psychia- 
tric Association took an active part through 
the work of many of its leading members 
and, from the outset, the APA became one 
of the member associations. Members of the 
APA have been active on the Executive 
Board and as officers of the Federation. 

The World Federation for Mental Health 
has 37 member nations and has established a 
series of regular meetings and conferences, 
in addition to which it has set up training 
workshops for a considerable variety of per- 
sonnel requiring mental hygiene orientations. 
Among other notable contributions that it has 
already made in its short life has been the 
compiling—with the assistance of the Na- 
tionale Federatie voor de Geestelijke Volks- 
gezondheid of Holland—a world directory 
of mental health films. Negotiations are pres- 
ently being carried on with the American 
Psychiatric Association concerning the possi- 
bility of setting up similar collaborative proj- 
ects. A bulletin is now brought out regularly 
by the Federation, and associate membership 
is available for individuals, anywhere in the 
world, interested in the activities of the Fed- 
eration. In 1954 the Federation will hold an 
international congress in Toronto, and mem- 
bers of the American Psychiatric Association 
are already participating in the planning for 
this meeting. Similarly, members of our As- 
sociation, and cur Association as a unit, were 
active in setting up the International Con- 
gress of Psychiatry in Paris in 1950. It 
would seem probable that we shall see in the 
near future the establishment of a world 
psychiatric association, continuously active 
throughhout the year and concerned with the 
basic problems of our field. 

Within the World Health Organization 
there is a division on mental health, actively 
engaged in the carrying on of surveys, in the 
promotion of training, and in the setting up 
of expert committees to study special aspects 
of mental health. Members of our Associa- 
tion have held appointments on its expert 
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committees, have contributed to its confer- 
ences, and have been asked to act as WHO 
consultants, The reports of the Expert Com- 
mittee on Mental Health (WHO technical 
reports Series Nos. 9 and 31) contain far- 
sighted recommendations on many of the 
problems facing world mental health and 
world psychiatry, particularly upon the de- 
sirability of ensuring that the public health 
officer and the public health nurse, working 
in areas hitherto undeveloped, should receive 
the fullest possible training in mental health. 
Subcommittees have now been set up and re- 
ports are available, particularly in the field 
of alcoholism. 

To read the account of the psychiatric ac- 
tivities in which WHO has participated dur- 
ing 1952 is to be stirred and moved by the 
sweep and the ranging advances of psychia- 
try across the earth. The Norwegian govern- 
ment organized a seminar on child psychiatry 
for the Scandinavian countries ; preparations 
were initiated for a South American seminar 
on alcoholism, for a European seminar on 
the mental health aspects of public health, 
for still another in the western Pacific on the 
mental health aspects of pediatrics, and an- 
other in the eastern Mediterranean on the 
clinical and social aspects of psychiatry. 

Passing from here to a consideration of 
the work of those parts of our own organiza- 
tion that have been specially set up to deal 
with matters of world psychiatry, we may 
point first of all to the Corresponding Mem- 
bers. This category was first established in 
the Constitution adopted in 1892, and pro- 
vided that “Physicians not resident in the 
United States and British America, who are 
actively engaged in the treatment of insanity, 
may be elected Corresponding Members.” 
In actuality, this class of membership did not 
become active until 1923. At the time of the 
setting up of this category of membership, 
the purposes were seen as: (a) honoring out- 
standing psychiatrists in foreign countries ; 
(b) obtaining from them periodic reports of 
psychiatric activities in their countries. In 
the last two years or so, there has been a con- 
siderable awakening of interest on our part 
with reference to our Corresponding Mem- 
bers. They have been given increasing prom- 
inence at the Annual Meeting, and a custom 
has been established over the years of “rec- 
ognizing” prominent foreign psychiatrists at 


the opening of our business sessions. It is 
anticipated that still further organization of 
this will go forward. This reflects the grow- 
ing interest of the Association in interna- 
tional psychiatry. There is also an increasing 
interest in obtaining regular reports from 
these members. 

In the last year or so interest has developed 
in establishing relations between ordinary 
members of the Association travelling abroad 
and the Corresponding Members in their re- 
spective countries, and this year the names of 
those expecting to travel abroad were re- 
quested through the Newsletter and the 
names sent to the Corresponding Members in 
the areas in which they were to travel, the 
anticipation being that some guidance could 
be obtained from the Corresponding Member 
as to what psychiatric centers were most val- 
uable to visit and also with respect to the 
establishment of contact. 

Special reference should be made to the 
exceedingly active work carried on during 
the current year by the Committee on Inter- 
national Relations of the APA. This Com- 
mittee was first set up in 1942 and since that 
time its range of work has continually ex- 
panded. At a meeting held earlier in 1952 
the Committee restated its goals and objec- 
tives as follows: 


1. To promote and to fulfill international 
good relations between The American 
Psychiatric Association (and American 
psychiatry ) and the psychiatric associa- 
tions and movements of the other na- 
tions and countries of the world. This 
to be effected by 


(a) adequate participation and repre- 
sentation in international psychia- 
tric and mental health meetings ; 

(b) gathering information on interna- 

tional meetings on psychiatry and 

mental health ; 
publicizing them adequately 
through appropriate channels, and 
promoting attendance and partici- 
pation of American psychiatrists 
in these international meetings. 


(c) 


2. To promote awareness and apprecia- 
tion of psychiatric trends and develop- 
ments in the theoretical academic and 
practical spheres of psychiatry in the 
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different countries of the world, and 
thus to break down existing insularity. 
To explore ways and means whereby 
peaceful international relations of peo- 
ples and governments can be promoted, 
and international tensions reduced 
through the application of psychiatric 
knowledge at crucial junctures. 


During the last year, this Committee has 
been particularly active in strengthening our 


relations with our Corresponding Members 
and has concerned itself, also, with our reg- 
ular members who are travelling abroad, For 
the annual meeting in Los Angeles this Com- 
mittee is planning special arrangements for 
visiting psychiatrists and, in particular, hopes 
to establish an evening meeting for the dis- 
cussion of psychiatric developments in other 
countries, 
D. Ewen Cameron, M.D. 


RANGE OF NATURAL SCIENCE 


The exact methodology now employed by natural science has proved to be so extraor- 
diriarily productive in the course of centuries that natural-scientific research nowadays 
dares approach also problems intuitively less obvious than those lying within the fields 
[of technology, meteorology, or biology], and is able to tackle successfully also problems 
in psychology, in epistomology, indeed even in general attitudes toward life, thereby sub- 
jecting these problems to a treatment that is thorough from its own point of view. We may 
justly say that in these days no question, be it ever so abstract, can arise in our civilization 
without being related, in one way or another, to a problem that can be handled by the 


methods of natural science. 


—Max PLANCK 
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COMMENT 


RETIREMENT OF DR. EBAUGH 


On January 1, 1953, Dr. Franklin G. 
Ebaugh retired as head of the department of 
psychiatry of the University of Colorado and 
as director of the Colorado Psychopathic 
Hospital, thus closing a 28-year period im- 
portant to American psychiatry. From 1924 
to 1952 the department of psychiatry of the 
University of Colorado and the Colorado 
Psychopathic Hospital, under Dr. Ebaugh’s 
able and stimulating leadership, played an ex- 
emplary role in the development of psychi- 
atric hospital administration, advance in the 
definitive treatment of patients, more effec- 
tive living in the community through public 
education, the psychiatric education of the 
medical student, and the development of one 
of the most outstanding residency training 
programs in the country. 

Dr. Ebaugh, following graduation in 
medicine from the Johns Hopkins University 
in 1919, received 2 years’ residency training 
in psychiatry at the Henry Phipps Psychia- 
tric Clinic under Dr. Adolf Meyer and then 
an invaluable year at the New Jersey State 
Hospital where he gained experience in the 
evaluation and care of patients presenting 
forensic psychiatric disorders at the New 
Jersey State Reformatory. In 1922 he was 
made director of the neuropsychiatric depart- 
ment of the Philadelphia General Hospital, 
clinical professor of psychiatry of the 
Women’s Medical College, and instructor in 
psychiatry at the University of Pennsylvania. 
In 1924 Dr. Ebaugh was called to Colorado 
to assume directorship of the new and mod- 
ern Colorado Psychopathic Hospital and to 
assume the professorship of psychiatry in 
the University of Colorado School of Medi- 
cine. Here he conducted research and gave 
unstintingly of his administrative and teach- 
ing ability for the next 28 years except for 
a 4-year period (1942-1946) during which, 
as a full Colonel, he served as neuropsychi- 
atric consultant to the armed forces. 

Not only has Dr. Ebaugh contributed of 
his seemingly unlimited energies and abilities 
in his home community of Colorado, but he 
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has also through his active work in various 
national and world scientific organizations, 
medical specialty boards, the publication of 
over 100 scientific papers, and the writing of 
at least 3 textbooks, given much to the coun- 
try and world in general. 

Perhaps to best define the cantributions of 
this leader of psychiatric medicine would be 
to mention a few of the many developments 
in the field of psychiatry in Colorado, for 
here was the focal point of his activities. 

In 1925 Dr. Ebaugh created a state-wide 
program of attack on mental illness through 
3 overlapping zones. The primary or com- 
munity zone was approached by taking psy- 
chiatry to the various community areas via 
mobile teams of psychiatrists. In the last 20 
years, 150 state communities have been 
served. Four such clinics are presently in 
operation at strategic centers in the state. 
Not only has this activity contributed directly 
to prophylaxis by the early recognition and 
treatment of psychiatric disorders but it has 
aided in orienting the psychiatrist in train- 
ing at the “grass root” level. The intermedi- 
ate zone was through the organization of an 
outpatient division of the Colorado Psycho- 
pathic Hospital. Here, since its inception, 
have been treated over 21,000 adults and 
children. This outpatient division is one of 
15 approved clinics for the training of physi- 
cians in child psychiatry in the United States. 
The third zone was in the Colorado Psycho- 
pathic Hospital itself. Through this hospi- 
tal and the services provided have passed 
Over 23,000 patients. Here were developed 
new trends in occupational therapy and group 
therapeutic methods that today stand as mod- 
els. It was here also that through research 
and the treatment of patients invaluable con- 
tributions were made to our knowledge of 
bromide intoxication, syphilis of the central 
nervous system, problems of ageing, those 
of delinquency, and diagnostic and therapeu- 
tic refinements too numerous to mention. 

In the field of education the University of 
Colorado was one of the first in the teaching 


‘ 
- 
H 
| 
| 
| 
ree 
: 
| 
‘ 
| 
iE 


1953 | COMMENT 631 


of psychiatry in law schools, and to the medi- 
cal student through all 4 years of his train- 
ing. Likewise, Colorado was an early pioneer 
in graduate psychiatric education and was 
one of the first schools to establish the pres- 
ent accepted 3-year residency training pro- 
gram. To date 58 physicians have had 1 to 
2 years of training in psychiatry at Colorado, 
and 73 have completed ihe 3-year period. Of 
these 75% have continued in the teaching 
field, 10 having reached full professorship 
status elsewhere. 

It was also at the University of Colorado, 
as a result of a Rockefeller Foundation 
Grant, that one of the first psychiatric divi- 
sions in a general hospital was organized in 
1934 for better integrating psychiatry and 
the other fields of medicine and surgery. 
This division of psychosomatic medicine has 
continued as an integral part of the general 
hospital, and is now an accepted component 
of all training institutions throughout the 
country. 

Last, but not least, the department of psy- 
chiatry under Dr. Ebaugh’s direction has 
conducted since 1930 postgraduate educa- 
tional courses for community psychiatrists 
and for general practitioners. 

In summary, the philosophy behind the 
teaching and patient care at the University 
of Colorado, which in the last 27 years has 
been so graciously supported by various phil- 
anthropic organizations to the extent of 
$503,000.00, can best be stated in Professor 
Ebaugh’s own words: 

“All those who have completed their train- 
ing at the Colorado Psychopathic Hospital 
realize that the modern psychiatrist has come 
a long way from the place of his origin in 
the mental hospital to become an active mem- 
ber of the community medical services. Here 


HEREDITY 


“Suppose a child was born under the luckiest stars and received the richest gifts, but 
in his character he develops qualities which run counter to these gifts. Who is to blame? 
The blood which comes by generation.” 


his primary function is the care of patients 
who are ill because of emotional disturbances 
as well as to point out the need for attention 
to the whole person in any illness. As well as 
these strictly medical functions he will find 
it necessary to operate as a specialist in hu- 
man behavior in many agencies dealing with 
community problems. One of the greatest 
contributions he can make is to serve as a 
liaison officer between these agencies and the 
medical profession since there is a great need 
for the interpretation of each to the other. 
When social agencies become aware of the 
presence of organic pathology as contribut- 
ing factors in many of their problems and 
when the medical profession becomes aware 
of the importance of social pathology which 
contributes to almost all human illnesses, 
then the need for psychiatrists will be les- 
sened, the demands that are made on him will 
be more strictly limited to the proper area of 
functioning, and he may perhaps then in 
some measure be able to perform more ade- 
quately in his own proper field.” 

All his former students, and the associ- 
ates and friends of Frank and Dorothy 
Ebaugh throughout the world, recently at- 
tempted to express their gratitude for having 
had the benefit of his guidance and knowl- 
edge, of knowing him as a man, a friend, and 
of sharing on many occasions in their home 
and family life by presenting a life-sized por- 
trait of Professor Ebaugh to the University. 

We who have worked with him and have 
seen his labors bear so much fruit, congratu- 
late him on his retirement from full-time 
educational endeavors and welcome him to 
the private practice of psychiatry—the field 
of his first clinical love, the patient. 

Epwarp G. M. D. 


—PARACELSUS 
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NEWS AND NOTES 


New York State Mentat HEALTH 
CommIssION.—A recent progress report 
summarizes the work of the Mental Health 
Commission during the 3 years it has been in 
existence, outlining achievements in its 3 
major areas of activity: research, education, 
and development of community services. The 
Commission consists of the commissioners 
of 5 state departments, who work together 
to coordinate the activities of various public, 
private, and voluntary agencies operating in 
the field of mental health. 

The Commission has been very active in 
the development of local mental health serv- 
ices, having helped to establish 27 such facili- 
ties. This year it has embarked on a signifi- 
cant program dealing with the problem of al- 
coholism. In its program of education the 
Commission has concentrated on the train- 
ing of psychiatric personnel and the mental 
hygiene orientation of professional workers 
in related fields. In addition to providing 
financial assistance for advanced professional 
education, the Commission has conducted 21 
institutes and seminars during the past year 
for 1,278 professional workers in the fields 
of health, education, welfare, and correction. 

Six research projects are described in the 
report, each concerned with a specific phase 
of community mental health. The major 
study is focusing on the mental health prob- 
lems of old age ; in this connection 1,400 resi- 
dents of Onondaga County who are 65 years 
or older have been interviewed. 


AMERICAN ACADEMY OF CHILD PsycHIA- 
TRY.—In February 1952 about 75 psychia- 
trists met in Atlantic City and voted to estab- 
lish the American Academy of Child Psychi- 
atry. At the time of the annual meeting of 
The American Psychiatric Association in At- 
lantic City a second meeting was held and a 
constitution adopted. Dr, George Gardner 
was elected temporary chairman and Dr. 
Frank Curran temporary secretary and 
treasurer. A third meeting has been called 
for February 22, 1953, in Cleveland, Ohio, 
when permanent officers will be elected and 
other features of organization completed. 
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INTERNATIONAL CONGRESS ON ALCOHOL. 
—The 24th International Congress on Al- 
cohol was held at the Sorbonne in Paris Sep- 
tember 8-12, 1952. It was attended by more 
than 500 participants from 27 countries, 21 
of which were represented by official dele- 
gations. In his opening address the Minister 
of Public Health stated that the alcohol in- 
dustry in France employed about 6 million 
workers and that the increasing consumption 
of alcohol was a national discredit that could 
only be dealt with by changes in agriculture 
planning and voluntary restriction in the pro- 
duction of alcohol. 

All aspects of the alcohol problem were 
covered by the roster of speakers, and it was 
gratifying to note that there is increasing re- 
cognition in all countries that alcoholism is an 
illness and to be treated as such. 


Dr. JosepH H. Giosus.—Authority on 
the nervous system in health and disease and 
eminent clinical neurologist, Dr. Globus died 
at his home in New York City November 20, 
1952, a few days before his sixty-seventh 
birthday. 

Born in Russia, he had lived in the United 
States from his youth and was graduated 
from Cornell University with the degree of 
M. D. in 1917. He had been on the staff of 
Mount Sinai Hospital since 1921 and was the 
founder of the Journal of the Mount Sinai 
Hospital. He had served on the teaching 
staff of both Columbia and New York Uni- 
versities, and as consulting neurologist to 
several other hospitals. 

Having been early associated with Harvey 
Cushing and Bernard Sachs, Dr. Globus car- 
ried on in the spirit of those great men and 
was a pioneer in neuropathological research, 
particularly in the field of brain tumors, on 
which he wrote extensively. 

He was the author of the standard text, 
“Practical Neuroanatomy,” and was the 
founder and editor of The Journal of Neuro- 
pathology and Experimental Neurology. He 
had served as president of the American 
Neuropathological Society and of the New 
York Neurological Society. 
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Dr. Horney Dies.—One of the prominent 
psychoanalysts of New York City, Dr. Karen 
Horney, died December 4, 1952, after a brief 
illness at the age of 67. 

A native of Hamburg, Germany, she was 
graduated in medicine from the University 
of Berlin, became a practicing psychoanalyst 
at the age of 33, and after a period of teach- 
ing at the Berlin Psychoanalytic Institute 
came to the United States in 1932 to join 
the staff of the Chicago Psychoanalytic In- 
stitute. Two years later she transferred to 
the New York Psychoanalytic Institute. In 
1941 she set up her own teaching center in 
New York, the American Institute for Psy- 
choanalysis, over which she presided until 
her death. 

A voluminous writer, her system was set 
forth in numerous journal articles and books, 
the latter including “New Ways in Psycho- 
analysis,” “Our Inner Conflicts,” “Self 
Analysis.”” She had also been a member of 
the editorial board of the American Journal 
of Psychoanalysis. 


Dr. Ropcers Director oF BINGHAMTON 
State HospitaL.—The appointment of Dr. 
Arthur C. Rodgers as director of Bingham- 
ton State Hospital has been announced by 
Dr. Newton Bigelow, Commissioner of Men- 
tal Hygiene, New York State. Dr. Rodgers 
succeeds Dr. Hugh S. Gregory, retiring di- 
rector, and took office January 1, 1953. Be- 
fore going to Binghamton Dr. Rodgers had 
been assistant director of Central Islip State 
Hospital since December 1931. 

During World War II he served as captain 
in the U. S. Army attached to the 62nd divi- 
sion of the British Army serving in France 
and Belgium, and with the Army of Occupa- 
tion in Germany. 


Dr. GaskILL Succeeps Dr. EsaucH.— 
Dr. Robert L. Stearns, president of the Uni- 
versity of Colorado, has announced the ap- 
pointment of Dr. Herbert S. Gaskill as pro- 
fessor and head of the department of psychi- 
atry to succeed Dr. Franklin G. Ebaugh, who 
retired January I, 1953. 

Dr. Gaskill, a native of Philadelphia, re- 
ceived the degree of A. B. from Haverford 
College in 1932 and was graduated in medi- 


cine from the University of Pennsylvania in 
1937. During World War II he was chief of 
the neuropsychiatric section of the 20th 
General Hospital, which originated from the 
University of Pennsylvania. Since 1949 he 
has been professor of psychiatry at the In- 
diana Medical School in Indianapolis. He 
will assume his new duties this coming sum- 
mer. 


OvurTPATIENT Psycuiatric Ciinics.—In 
an effort to meet the need for nation-wide 
statistical information on outpatient psychia- 
tric clinic services, the National Institute of 
Mental Health in consultation with inter- 
ested groups is developing a preliminary re- 
port form for annual collection of data in this 
field. A preliminary draft of the reporting 
form has been distributed for comment and 
suggestions to all state mental health authori- 
ties and to national organizations. The Na- 
tional Institute of Mental Health will wel- 
come comments, and any interested groups 
who have not received a copy of the pre- 
liminary report form should direct requests 
for the forms to Dr. Morton Kramer, chief, 
Biometrics Branch, National Institute of 
Mental Health, Bethesda 14, Md. 


NATIONAL TRAINING LABORATORY IN 
Group DEvELOPMENT.—Under the auspices 
of this agency will take place a three-week 
summer laboratory session at Gould Acad- 
emy, Bethel, Maine, June 21 through July 11. 
Persons involved in problems of working 
with groups in a training, consultant, or 
leadership capacity in any field are invited 
to attend these sessions. The purpose of 
the training program is to sensitize leaders 
in all fields to the existence and nature of the 
dynamic forces operating in the small group 
and to help them gain skill in operating more 
effectively. 

The National Training Laboratory in 
Group Development is sponsored by the Divi- 
sion of Adult Education Service of the Na- 
tional Education Association and by the Re- 
search Center for Group Dynamics of the 
University of Michigan. For further infor- 
mation, write to the National Training Lab- 
oratory in Group Development at 1201 Six- 
teenth St., N.W., Washington 6, D. C. 
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RorscHAcH WorksHops.—Three work- 
shops in the Rorschach method will be given 
at Western Reserve University, June 8-12, 
June 15-19, and June 22-26. The instructor 
is Marguerite R. Hertz, associate clinical 
professor of psychology, and the fee is $40 
per workshop. Each of these is limited to 25 
persons and they cover an introductory, in- 
termediate, and advanced course. For fur- 
ther information write to Dr. Hertz at the 
Psychological Laboratory, Western Reserve 
University, Cleveland 6, Ohio. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The thirty-sixth annual confer- 
ence of this Association will take place No- 
vember 13-20, 1953, at the Shamrock Hotel, 
Houston, Texas. 


AMERICAN PsyCHOSOMATIC SoclETY.— 
The dates of the coming annual meeting of 
the American Psychosomatic Society have 
been changed to April 18 and 19, 1953, and 
the place is the Chalfonte-Haddon Hall, At- 
lantic City, N. J. 


ASSOCIATION POR RESEARCH. IN NERVOUS 
AND MENTAL DisEaseE.—At the 32d annual 
meeting of this Association in New York 
City on December 12 and 13, 1952, the fol- 
lowing officers were elected for the year 
1953: president, Dr. Davenport Hooker ; 
first vice-president, Dr. John C. Whitehorn ; 
second vice-president, Dr. Lawrence H. Sny- 
der; secretary-treasurer, Dr. Clarence C. 


Hare ; assistant secretary, Dr. Rollo J. Mas- 
selink. 

The subject for the 1953 meeting will be 
“Genetics and the Inheritance of Integrated 
Neurological and Psychiatric Patterns.” 


AMERICAN PSYCHOANALYTIC ASSOCIA- 
TION.—The regular winter meeting of this 
Association was held at the Hotel New 
Yorker, New York City, December 4-7, 1952. 
The following officers were elected, each for 
a term of 2 years, to take office at the next 
annual meeting, April 30- May 3, 1952, at 
the Hotel Statler, Los Angeles, Calif.: presi- 
dent, Dr, Ives Hendrick ; president-elect, Dr. 
Maxwell Gitelson ; secretary, Dr. Richard L. 
Frank; treasurer, Dr. Robert T. Morse. 

The present officers continue in office until 
the annual business meeting, May 3, 1953: 
president, Dr. Robert P. Knight; president- 
elect, Dr. Ives Hendrick; secretary, Dr. 
LeRoy M. A. Maeder; treasurer, Dr. Wil- 
liam G. Barrett. 

Dr. Emanuel Windholz was elected coun- 
cillor-at-large for a term of 4 years. Twenty- 
two persons were elected to active member- 
ship in the Association, 


MASSACHUSETTS PsyCHIATRIC SOCIETY.— 
The following will serve as officers of the 
Massachusetts Psychiatric Society for 1953: 
president, Dr. G. Colket Caner ; vice-presi- 
dent, Dr. Bardwell H. Flower; secretary- 
treasurer, Dr. Jay L. Hoffman; councillors, 
Dr. David Rothschild and Dr. Paul I 
Yakovlev. 


Psychotherapie in ihrer eigentlichen, d.h. kommunikativ erweckenden und erziehenden 
Form und Funktion zeigt den Arzt immer in einer eigentlichen geistigen Mittlerolle 
zwischen dem Kranken und der Welt. . . . Jede recht verstandene Psychotherapie ist 
Versohnung des Menschen mit sich selbst und damit mit der Welt, ist die Verwandlung 
von Feindschaft mit sich selbst in Freundschaft mit sich selbst und damit mit der Welt. 
—BINSWANGER 
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Perception: AN APPROACH TO PERSONALITY. By 
Robert R. Blake and Glenn V. Ramsey. (New 
York: Ronald Press, 1951. Price: $6.00.) 


Perception—An Approach to Personality, by 
Blake, Ramsey, and their collaborators, is a splendid 
work—despite the fact that it fails to make out a 
convincing case for the basic hypcthesis about and 
around which the 13 separate but conjoined chapters 
revolve. It is splendid in the essential sense of that 
term: bright, illuminating, inspiring. It affords ex- 
cellent summaries of what a host of distinguished 
and competent students of psychology, psycho- 
dynamics, and psychopathology think and have 
learned on the bearing of perception to their respec- 
tive fields. But when the 13 chapters are summed 
up it is clearly patent that there is little agreement 
as to what precisely perception implies as an exer- 
cise of the organism, that is, how one perceives; also 
precisely how perceiving affects personality. There 
is in fact a good deal more divergence of opinion 
than the smooth and gracious text of the 13 chapters 
would prompt one to “perceive” on a first reading. 
This is perhaps due to the fact that each author, 
after having originally presented his contribution 
to the Clinical Psychology Symposium held at the 
University of Texas (1949-50), was given an op- 
portunity to revise his chapter. 

The fundamental thesis expounded by Blake, 
Ramsey, and Moran in Chapter 1 amounts to the 
following: the approach to an understanding of the 
individual personality postulated in this work entails 
a significant shift in emphasis. “Rather than search- 
ing for personality factors or dimensions or applying 
psychodiagnostic labels or identifying the traits 
underlying individual differences in behavior, the 
effort shifts to the delineation and description of 
the determinants of individual differences in perceiv- 
ing.” To paraphrase it simply, the individual’s 
personality is ultimately fashioned by the interplay 
of those factors that determine what and how he 
perceives. Among those factors the “unique inter- 
action between the individual and the cultural media 
which he has passed through and of which he is a 
part at present” is singularly important. 

Indeed to understand how an individual perceives 
uniquely, one needs to appreciate the contributions 
made thereto by the physical-cultural media through 
which he has passed. Upon these premises it is then 
argued that psychopathology can be accounted for 
by “perception distortion and failure,” and that, 
conversely, psychotherapy involves the correction of 
such “perception distortion and failure,” thus lead- 
ing to “the achievement by the individual of more 
accurate and adequate techniques of ‘knowing’ the 
environment and the self in relation to it” (p. 20). 

The chapters following, though they all dwell in 
different measures upon the thesis, do not uniformly 
expound it, nor lend even support to its assumptions 
and elaborations. On the contrary, there is much 
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in them that questions and controverts the proposi- 
tions advanced in the opening chapter. But, as 
already affirmed, they make good reading, for they 
are meaty in knowledge skilfully expounded. This 
work is distinguished by being most readable. The 
authors exhibit exceptional competences in expound- 
ing clearly complicated thoughts and involved 
arguments. 

From among the 12 chapters one must single out 
those contributed by Urie Bronfenbrenner, Norman 
Cameron, and Else Frenkel-Brunswik as particu- 
larly noteworthy, and after plowing through the 417 
pages of provoking and stimulating text one is 
prompted to agree with the concluding remarks of 
the last-named contributor: “In any event there can 
be little doubt that this is a most challenging period 
in psychology.” 

Yet to one who is clinically oriented, and who 
approaches personality from the bias of the dy- 
namic psychiatrist, this work must prove dis- 
satisfying in several respects. Despite the fact that 
many of the arguments presented are supported 
with the data of ingenious experiments, the over- 
all effect (allowing for the exceptions indicated) 
is academic and narrow. The intensive emphasis 
on “perception,” not too clearly defined, inspires 
suspicion that some of the proponents have been 
seduced and traduced by the optical illusions 
achieved by distorted rooms and similar artifacts. 

One is prompted to echo warmly Norman 
Cameron’s hopes “that the new perceptualists will 
continue to recognize that they cannot develop and 
maintain a healthy psychological organism unless 
they remain alert to the vital significance of 
pathology” (p. 283). The pathology dealt with in 
this work is largely of the “lab,” not of the clinic. 
Two components of clinical experience and in- 
sight are absent in the substance of the arguments 
presented. There is little if any appreciation of 
the unconscious in the Freudian sense. Professor 
J. G. Miller’s excellent chapter deals with un- 
conscious processes and perception, and not with the 
unconscious. And second, despite repeated em- 
phasis on sociocultural media, the individual is 
too often contemplated in splendid isolation, it 
being implied that what and how he perceives is in a 
large measure subject to the accident of inter- 
vening forces and experiences. Yet one most cer- 
tain fact, reflected in the growth and development 
of each individual, is that each of us comes into 
the world embodying the pattern and motive of an 
architectonic destiny, the pattern and the drive for 
an emergent growth through distinctively different 
stages, each of which has its particular needs and 
interests. And each of these stages conditions 
what we biologically and socially have a need to 
perceive, and how we are to perceive what we 
need. 


Because both of these components of clinical 
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experience and insight are wanting, the bulk of 
this work appears to be remote to the realities of 
the psychiatrist's tasks. Yet despite, this is a book 
highly to be recommended to all psychiatrists who 
are concerned with the foundations of medical 
psychology. This is also an excellent compendium 
of “psychologists’ thoughts and ideas” pertinent 
to the problem of the psychologist’s role in 
psychotherapy. 
Iaco Gatpston, M.D., 
New York City. 


Our AGE oF Unreason. By Franz Alexander. 
(New York: J. B. Lippincott Company, 1951. 
Price: $4.50.) 


This revised edition of Dr. Alexander’s book, 
first published in 1942, differs from its predecessor 
in that it has one new chapter and involves signifi- 
cant changes in the last portion of the book; but 
these changes will be of interest primarily to the so- 
cial psychologist, the sociologist, and the cultural 
anthropologist, and will not make the original work 
obsolete for the general reader or the clinician. 

Briefly stated, it is the author’s thesis that human 
relationships are not subject to rational principles, 
but are governed by essentially irrational emotional 
forces, and his attempt is to subject to critical 
scrutiny the conditions under which the history of 
our generation is ruled by “unreason” to a degree 
perhaps unprecedented in human affairs. The vol- 
ume is divided into 3 sections, the first of which, 
entitled “From Reason to Unreason,” traces the 
development of political and social philosophies 
from the time of Pericles through the modern era. 
The second section, entitled “The Fundamentals of 
Human Behavior,” presents in broad outline the 
principles of psychoanalytic theory of personality 
that Alexander uses in developing the last section, 
“From Unreason to Reason,” which is a plea for 
“an educational development of psychological atti- 
tudes which are not yet universal.” 

The first section deals extensively with the his- 
toric theories of society, and the author points out 
clearly how the important social philosophies of the 
past erred because, in their attempts to devise an 
ideal social system, they failed to understand the 
nature of man. They were severely monistic, pro- 
fessing that man was essentially good and needed 
only a rational social organization to achieve his 
fullest potentialities; or asserting that human his- 
tory was an unending struggle of every man against 
every other, and that any system, however rational, 
would be impotent in the face of man’s congenital 
aggression and destructiveness. The author notes 
that a comprehensive understanding of man sees 
both his constructive and destructive impulses, their 
origins and their potentialities, and makes possible 
social organizations other than unrealizable Utopias 
or totalitarian slave states. Unfortunately, this sec- 
tion, erudite and stimulating though it is, contains 
what seems to this reviewer a serious methodologi- 
cal fault. Historical data are used to support psy- 
chological contentions, and vice versa. Either the 
use of data drawn from sequential disciplines (his- 


tory and psychology) should be used only for draw- 
ing conclusions in the same disciplines, or a method 
of synthesis for the unification of segmental data 
within a holistic (psychologic—historic—socio— 
economic) frame should be formulated. 

The second section, in addition to extremely well 
written and pithy chapters on such difficult subjects 
as “Adaptive Behavior” and “The Role of Sexu- 
ality,” includes a 24-page “Compendium of Psy- 
chopathology,” a brief but comprehensive review 
of the psychoneuroses and psychoses that is remark- 
able in its lucidity and conciseness. Unfortunately, 
another chapter, “Progressive Forces of Life,” is 
less well written and given over largely to metapsy- 
chological considerations that are frequently quite 
murky. One is unclear, even after many rereadings, 
as to whether Alexander views sublimation as a 
derivative of pregenital or genital sexuality, and 
the uncertainty is not dispelled by such statements 
as this: “Sexual desire and love, and the desire and 
care for children are not the only indications of 
maturity. The creative tendencies of other sorts 
contributing to the interests of society at large are 
parallel expressions of this surplus energy. The 
whole range from totem poles to modern sculpture, 
music, and painting, as well as the discoveries of 
science are products of this creative activity.” 
Furthermore, there are many who will object to his 
statement: “Freud invented the concept of sublima- 
tion and held that social expressions of the creative 
impulse derived from the sexual instinct. This is 
not the place to discuss the theory in detail, but the 
observed facts seem to me rather to indicate that 
the different creative activities are parallel mani- 
festations of the fact that the process of growth has 
reached its limit and the organism is saturated so 
far as its own development is concerned. Art, 
science, and social productivity are not derivatives 
of genital sexuality but different manifestations of 
the same dynamic constellation, that of saturation.” 

In the last section Alexander makes very con- 
vincing use of the concept of “cultural lag” in ex- 
plaining the roots of defeatism concerning democ- 
racy. “We still live by the tradition of the frontier, 
which held that personal initiative, ambition, and 
endurance by necessity lead to success, though the 
period of economic expansion ended long ago.” The 
author sees the greatest menace to democracy lying 
in 2 factors: (1) a tendency toward regression with 
a concomitant desire for dependence, and (2) eco- 
nomic insecurity as a result of inefficient methods of 
production and distribution. He sees some hope in 
the fact that, despite the cultural lag, cultural 
change is possible—i. e., attitudes, ideals, and institu- 
tions do, in fact, tend to catch up with technological 
and socio-economic changes. It is his thesis that the 
primary need of democracy is an educational system 
capable of enabling its members to achieve emotional 
maturity, and “psychiatry must help to develop 
educational methods for overcoming infantile depen- 
dence and developing responsibility.” A large order, 
but an inevitable one, if our society is to survive. 

Cyrus R. Frrepman, M.D., 
Austen Riggs Center, Inc., 
Stockbridge, Mass. 
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PSYCHIATRIE SOCIALE DE L’ENFANT. (Proceedings 
of a course of the Centre International de 
L’Enfance given between October 15 and De- 
cember 15, 1950.) Edited by C. Koupernik. 
(Paris: Centre International de L’Enfance, 
1951.) 


During the fall of 1950 a memorable event in 
international collaboration took place. Under the 
directorship of the Frenchman, George Heuyer, 
and the Englishman, Emanuel Miller, a course in 
child psychiatry was given simultaneously in Paris 
and London. One does not know why the course 
was titled “social psychiatry,” since it was a survey 
of all aspects of child psychiatry, the neurological, 
the social work, and the educational. Leading work- 
ers from both countries were represented. We note 
from the French side J. Jadot-Decroley, A. Rey, 
S. Lebovici, C. Bovet, and H. Wallon, and we miss 
M. Schachter. From the English side W. H. 
Gillespie, E. Glover, K. Soddy, A. Bowley, and 
M. Creak were the main speakers. Unfortunately 
neither the course itself nor its presentation in book 
form appears to have been organized or coordinated 
in any systematic way according to special fields 
and aspects, making clear a definite aim for the 
whole. We find that the different interests of the 
speakers are presented in a way that is not too well 
integrated. Nevertheless many contributions of 
extraordinary importance were made, many unfortu- 
nately presented in too short a form. 

Ernest Harms, Pu. D., 
New York City. 


GENIE UND KRANKHEIT. EINE PsyCHOPATHO- 
LOGISCHE UNTERSUCHUNG DER FAMILIE FEUER- 
BACH. By Theodore Spoerri, M.D., Ph. D. 
(Basle: S. Karger, 1952. Price: Swiss francs 
19.80.) 


Prompted thereto by Professor Kretschmer of 
Tubingen, Dr. Spoerri undertook the fruitful and 
valuable study of the eminent Feuerbach family that 
produced at once so many persons of distinction in 
various cultural fields and so many instances of 
mental illness. Criminal law in most European 
countries is based upon the fundamental work of 
the criminologist Anselm Feuerbach. The theories 
of his son Ludwig, the philosopher, not only led to 
the doctrines of Engels and Marx but laid the 
foundation for the whole system of modern atheistic 
philosophy. The grandson of criminologist Feuer- 
bach, the painter Anselm, was one of the leading 
exponents of the romantic-classical school of art. 

Spoerri’s study bears evidence of characteristic 
German thoroughness. He was fortunate in a very 
rich source material both documentary and through 
personal interviewing. He conducts his inquiry by 
the constitutional-biological methods instituted at 
Tiibingen by Robert Gaupp and carried forward in 
the typology of Kretschmer. Other characterological 
viewpoints are not neglected, however, and psycho- 
logical methods are also utilized. The author is in 
general agreement with Klaesi, who views the in- 
dividual illness as derived through modification of 
the features of the ground personality. 


From the end of the 17th century the Feuerbach 
family tree shows an unbroken succession of jurists, 
principal among whom is criminologist Anselm 
(1775-1833) above mentioned. There seems to be 
little doubt that Anselm Feuerbach’s rigid concepts 
of the criminal law reflected the circumstances of 
his own life, which are set forth in some detail. It 
was a stormy life with almost continuously alter- 
nating phases of dejection and exaltation, the former 
not infrequently associated with persecutory ideas 
somewhat reminiscent of Rousseau’s later years. 
(He shed tears on Rousseau’s grave.) One can 
only marvel that his professional life appears never 
to have been seriously interrupted. His voluminous 
and notable literary productivity likewise continued 
throughout his life, but the most favorable times 
were the periods of “schizoid depression” which 
predisposed to concentration on scientific work. 
Conjugal responsibilities were not for Feuerbach, 
and his long-suffering wife eventually left him 
because of his conspicuous mistress habits. (One he 
established in the house with his wife and children.) 
This many-sided genius, a dominant figure in law, 
translator of Indian poetry, whose interests ranged 
through artistic, philosophical, physiological, and 
psychological problems, was one of the outstanding 
personalities of his generation. 

The children of statesman Feuerbach formed a 
remarkable group. Anselm, the eldest, was highly 
gifted and already in his early twenties was a dis- 
tinguished archeologist and writer. Like his father 
he was cyclothymic from youth on; but the heredi- 
tary taint went deeper and regressive mental 
changes came on in his early thirties. After a stroke 
at 48 he remained a mental invalid until his death 
at 53. 

Next came Karl, the brilliant mathematician. On 
him the hereditary burden was even heavier and 
schizoid symptoms were early in evidence. As in- 
structor in the Gymnasium he one day confronted 
his class with a drawn sword, threatening to strike 
off the head of any student who could not solve his 
problem. Dementia followed rapidly and Karl died 
at 34. 

Eduard, the third son, was professor of juris- 
prudence at the University of Erlangen at 25. It 
was the same story—early brilliance, early eclipse. 
Of immature personality development, he was 
weighed down by conscientious scruples and other 
neurotic traits. Schizoid symptoms became more 
prominent with irritable outbreaks and paranoid 
ideas. He died mysteriously at 40, poisoned by his 
wife, so the doubtful rumor ran. 

The fourth son, Ludwig, like his 3 older brothers 
was heir to exceptional mental endowment. Begin- 
ning with theology he turned to philosophy and 
against theology, or rather he replaced theology by 
anthropology. His destructive philosophy marked 
a turning point in 19th century thinking and ushered 
in a new era. At the same time it interfered with 
his university career and defeated his prospect of a 
professorial chair. For a time he withdrew like a 
hermit but continued to emit bitter philosophical 
polemics. With increasing estrangement from his 
fellows, the philosopher’s self-evaluation rose; he 
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grew more excitable, intolerant, paranoid. Feuer- 
bach’s professional productivity, earlier so prolific, 
became after his fortieth year almost negligible. 
Early involutional changes came on, his economic 
status deteriorated, and he was reduced to penury. 
At 68, after 3 almost barren decades, he died. 

Friedrich, the youngest son of the famous crimi- 
nologist, was the exception in that he lacked the 
brilliant qualities of his brothers. His temperament 
was somber and he suffered severely from gyno- 
phobia. He wrote modestly, borrowing mostly his 
philosopher brother’s themes. Not being subject to 
the Sturm und Drang that characterized the others, 
his uneventful life stretched out to 74 years. 

Statesman Feuerbach had 3 daughters, the 
younger members of the family. Helene, the eldest 
of the three, was not behind her genial brothers in 
striking personality and exceptional qualities. Her 
coquettish beauty revealed in a self-portrait, if she 
did herself no more than justice, has a haunting 
charm. She was the magnetic focus of any social 
gathering, and her plodding oldster husband was not 
unjustifiably jealous. Falling under the spell of the 
violinist Paganini she followed him from town to 
town on his concert tours; but when he made 
responsive advances she was horrified, became 
acutely excited, and gradually sank into a severe 
schizophrenic illness, the initial excitement being 
followed by a period of catatonic stupor. From 
this illness she recovered, supported herself by 
tutoring and traveled extensively about Europe. 
A second schizophrenic attack at 30 left her appar- 
ently with some defect. Her subsequent life was 
ill-regulated. She continued her wanderings, took 
the veil of a nun and discarded it, finally settling 
down in quiet old age and dying at 82. 

The two younger daughters, Leonore and Elise, 
never married. In the shadow of their brilliant but 
wayward sister Helene they were stately, steady, 
and respectable, if somewhat wallflowerish, and 
upheld the dignity of the family. They were the 
mainstay of the ancestor-culters. 

The third generation was represented by 6 chil- 
dren, 2 each from archeologist Anselm, jurist 
Eduard, and philosopher Ludwig. Only the line of 
Eduard has been continued to the present day. The 
author likens Anselm’s son and daughter, Anselm 
and Emilie, to Goethe and his sister Cornalie—both 
women, Emilie and Cornalie, talented but sickly. 
Emilie partook of the artistic family characteristics, 
could paint and write, but her cyclothymic nature 
brought her at 43 into deepening melancholia. 
Death followed at 46. 

“Beautiful as an Apollo” was Anselm the painter, 
son of Anselm the archeologist, and like others in 
his family his temperament was strikingly cycloid, 
predominantly hypomanic. “Fiir was heisse ich 
Feuerbach? Ich habe Feuer in den Adern.” But 
there were depressed periods too when he lay 
“nachtelang in Tranen gebadet.” In a letter he 
wrote, “Ewige Wechsel von Freude und Leid hat 
mich sehr angegriffen.” A very singular feature of 
this “ewige Wechsel” was that the major phases of 
exaltation occurred regularly and abruptly at 7- 


year intervals, lasted a year or two, and then 
abruptly subsided. Mdébins describes a similar 7- 
year rhythm in the case of Goethe. The first of 
Feuerbach’s waves of hyperactivity—Spoerri uses 
the words Tonussteigerung, Tonuserhdhung—came 
at the age of 20, the last at 45. The depressive re- 
action to this last phase continued until his death of 
a heart attack at 51. The periodic “hypertonic” 
states in Feuerbach’s case resembled those’ of his 
grandfather, the criminologist, in that they ap- 
parently exhibited mixed manic-depressive and 
schizoid elements. Feuerbach’s egoism and pride 
are revealed in 22 self-portraits and in his habit of 
lending his own features to the figures in his pic- 
tures. He left above 250 paintings; his greatest 
productivity coinciding regularly with the periodic 
phases of Tonussteigerung. A similar coincidence 
was notable in his father’s work and likewise in that 
of Goethe. 

Making due allowance for the traditional indi- 
vidual peculiarities of artists—in this instance also 
definitely family peculiarities—the author judi- 
ciously raises the question whether in the case of 
painter Feuerbach “we are dealing only with an ab- 
normal structure of his character with correspond- 
ing psychopathic behavior, or whether there is pres- 
ent a mental illness in the true sense.” He discusses 
the pros and cons and leaves it at that. One point, 
however, he makes clear: “a real understanding of 
Feuerbach’s pictures is only possible through the 
study of his manysided personality.” 

Spoerri ends his monograph by presenting genea- 
logical charts of the several branches of the Feuer- 
bach and affiliated families and reviewing the genetic 
possibilities. Among the ascendants of the criminol- 
ogist Anselm Feuerbach, first dealt with in this 
review, no instance of mental illness is known to 
have occurred. His circular psychosis is the first 
evidence of psychic disturbance in that familial line. 
It is interesting to note that both the criminologist 
and his contemporary Goethe derive from a common 
15th-century ancestor; and further that the crimi- 
nologist’s wife, Wilhelmine Tréster, and Goethe 
likewise stem from another 15th-century ancestor, 
the landgrave Heinrich III of Hessen. Through 
this descent connection was also established with 
the famous biologist Ernst Haeckel. Wilhelmina 
Tréster was a member of the Sachsen-Weimar 
family, which was not free from hereditary taint— 
witness the mad Kings Ludwig II and Otto I of 
Bavaria. 

The descendants of criminologist Feuerbach come 
from highly gifted forebears on both sides; also 
they reflect the psychopathological trends both of 
the great criminologist and of the maternal line. The 
features of these relationships Spoerri has worked 
out in great detail. The value of his work in pre- 
senting biographical and psychological studies of 
the members of an extraordinary family, with nu- 
merous portraits never before published, together 
with genealogical researches carried through 4 
centuries made it seem worth while to offer this 
extended review. 

Cc. BF. 
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IN MEMORIAM 


NEWDIGATE MORELAND OWENSBY, M.D. 


1882-1952 


Newdigate Moreland Owensby was born 
November 22, 1882, in Owensbyville, 
Georgia, and was the son of John M. and 
Mary (Moreland) Owensby. His father, 
John Moreland Owensby, was also a 
physician. When very young, Newdigate 
Owensby moved with his parents to Okla- 
homa, where his father practiced medicine in 
the Indian Territory for several years. Later 
the family moved to California, where New- 
digate Owensby received his academic edu- 
cation, and from there he went to the Uni- 
versity of Maryland for his medical 
education, receiving his M.D. degree in 
1904. He did postgraduate work in London, 
Edinburgh, Berlin, Munich, Vienna, and 
Paris. While in Vienna he studied with Sig- 
mund Freud. After his return from Europe 
he became associated with Bay View Asylum 
in Baltimore, and was assistant in psychiatry 
and clinical demonstrator in neurology at 
Johns Hopkins Medical School. He was also 
lecturer in psychiatry and neurology at the 
University of Maryland School of Medi- 
cine and professor of psychiatry and neurol- 
ogy at the University of Baltimore School 
of Medicine. He later returned to Atlanta to 
practice psychiatry and was one of the pio- 
neers in this field in the South. In 1929 he 
married Edna Haslup, who survives him. 
There were no children, 

In 1939 he realized a lifetime ambition 
when he was able to establish Brook Haven 
Manor Sanitarium for the private care and 
treatment of the mentally ill near Atlanta. 
He was a pioneer in the use of some of the 
newer psychiatric therapeutic procedures in 
the Atlanta area. 

During the course of his career he was vis- 
iting professor of psychiatry at the Univer- 
sity of Georgia School of Medicine, Augusta, 
Georgia; neuropsychiatrist to the Medical 
Officers Training School, Ft. Oglethorpe, 
Georgia; and a Lt. Col. in the Nedical Re- 


serve Corps, U. S. Army, during World War . 


I. He was a guest lecturer to the U. S. Army 


School of Military Neuropsychiatry, attend- 
ing psychiatrist to Municipal Hospital, St. 
Joseph’s Hospital, and Georgia Baptist Hos- 
pital in Atlanta, psychiatrist-in-chief of 
Brook Haven Manor Sanitarium, and direc- 
tor of the Owensby Clinic. He was formerly 
a Councillor of The American Psychiatric 
Association, and consultant in psychiatry to 
the U. S. Public Health Service. He was a 
Fellow of the American Medical Associa- 
tion, American Psychiatric Association, 
and Fellow and Founder of the South- 
ern Psychiatric Association. He was a 
member of the American Association for 
Advancement of Science, the Southern Med- 
ical Association, the American Academy of 
Neurology, and the Fulton County Medical 
Society. He was a Diplomate of the Ameri- 
can Board of Psychiatry and Neurology. 

In 1935, along with Dr. Richard Bunting, 
he became the founder of the Southern Psy- 
chiatric Association, which today has a mem- 
bership of 204 members. 

The passage of time brings about changes 
in persons and organizations. Today marks 
the beginning of the 15th session of the 
Southern Psychiatric Association. We have 
seen it grow through the time from 1935 to 
the present, from a very small group of psy- 
chiatrists practicing in the South to an or- 
ganization of more than 200 members, many 
of whom are renowned in our field. The so- 
ciety now is the largest, geographically 
speaking, of the regional psychiatric organi- 
zations in the country and embraces 16 of 
the southern states and the District of 
Columbia. All can agree that this growth 
has been due largely to the effort and per- 
sonality of one man, Dr. Newdigate M. 
Owensby, the perennial secretary who at 
times had to spend his own money to keep 
the organization going. 

This organization of southern psychia- 
trists has been described as “the cream of the 
crop of the South.” Because of Dr. Owens- 
by’s insistence, the Board of Regents has set 


639 


= > | 
4 
j 
| 
| | 
, 
4 


640 IN MEMORIAM [Feb. 


down rather rigid standards for admission 
to Fellowship in the organization. Numeri- 
cally the organization could be much larger, 
but applicants were very closely screened by 
Dr. Owensby personally, and his idea was to 
take only those who were Diplomates of the 
American Board of Psychiatry and Neurol- 
ogy, or men who, it was felt, were likely to 
become Diplomates. 

While we have watched time and effort 
bring about the growth of an organization, 
we have watched this same time and effort 
take its toll of the vitality of the man and 
physician, so that today we are engaged in 
a memorial to the man who is no longer with 
us. However, we are certain that there are 
those among us who can almost feel his pres- 
ence and imagine hearing his characteristic 
tone of voice as he greeted this one and that 


one, always in a way that made you know he 
was glad to see you here and happy that you 
seemed to be enjoying the meeting. We are 
certain that Dr. Owensby would be pleased 
if this memorial to him were also made a 
dedication on the part of those present to a 
resolve to see to it that the Southern Psy- 
chiatric Association continues to grow in 
vigor and strength and to represent the best 
thought and practice in psychiatry through- 
out the South. 
Tue MemortAL CoMMITTEE OF 
THE SOUTHERN PsYCHIATRIC 
ASSOCIATION 
R. GAY Le, Jr., M. D., Chairman 
Josern E, Barrett, M. D. 
Burke_E Suirtt, M.D. 
Joseru L. Knapp, M. D. 
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Medal of Honor 


Excur THOUSAND weary marines lay be- 
sieged at Yudam-ni; three thousand more 
were at Hagaru-ri, preparing a_break- 
through to the sea. Guarding a frozen 
mountain pass between them, Major 
Barber, with only a company, held their 
fate in his hands. Encirclement threat- 
ened him; he was ordered to withdraw. 
But he asked permission to stay, and for 
five zero-cold days the company held the 
pass against attack. The Major, badly 
wounded, was carried about on a stretcher 
to direct defense. When relief came, only 
eighty-four men could walk away. But 
Major Barber’s action had been decisive 
in saving a division. 

“T know,” says Major Barber, “that you 
at home realize what hard jobs our sons 
and brothers are doing in America’s armed 
forces. Maybe you haven’t realized that 
you're helping those men—whenever you 
invest in U. S. Defense Bonds. True, Bonds 
are personal financial security for you. But 
they also strengthen our economy—to pro- 
duce the good arms and food and medical 
care that make our men secure.” 


Peace is for the strong! 
For peace and prosperity save with 
U. S. Defense Bonds! 


Now E Bonds pay 3%! Now, improved 
Series E Bonds start paying interest after 6 
months. And average 3% interest, compounded 
semiannually when held to maturity! Also, 
all maturing E Bonds automatically go on 
earning—at the new rate—for 10 more years. 
Today, start investing in Series E Defense 
Bonds through the Payroll Savings Plan. 


The U.S. Government does not pay for this 

advertisement. It is donated by this publica- 

tion in cooperation with the Advertising 

Council and the Magazine Publishers of 
America. 


| | 
Major Willi. | 
ajor William E. Barber, USMC | 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS - FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equip 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs: 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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UCH THINGS as these—some 
beautiful, some crude—are only the by- 
products of the real work of the occupa- 
tional therapists in guiding the tasks for 
hands that help minds toward health. 


Occupational therapy is not mere “busy 
work” at Hall-Brooke. Appropriately, 
in this therapy hospital O.T. has its own 
separate building, equipped for the recog- 
nized therapeutic crafts, right down to 
its own electric kilns for the rewarding 
new work in ceramics. 


As in the other facilities of Hall- 
Brooke, there is the space in the recently 
enlarged and redecorated O.T. House to 
permit the proper segregation of psy- 


Still Life, by Connecticut artist Cal 
Sacks, from objects made by Hall- 
Brooke patients as part of their therapy. 


chotic and psychoneurotic patients, alco- 
hol and drug addiction cases, and geri- 
atric patients. 


The staff of registered therapists is 
adequate not only to administer the in- 
dividually prescribed treatment, but to 
adjust it to the special needs of such 
medical treatment as insulin or electro- 
coma. 


Hall-Brooke is a modern psychiatric 
hospital in a non-institutional setting on 
120 acres only an hour from New York. 
Licensed by the State of Connecticut, its 
medical staff includes three psychiatrists 
(two, Diplomates of the American Board 
of Psychiatry and Neurology; another, 
university medical school professorship ) 
plus a doctor of internal medicine and 
an associate physician. Rates are realistic. 


Hall-Brooke 


Greens Farms, BOX 31, Connecticut. 
Westport 2-5105; New York: Enterprise 6970 


Géorge K. Pratt, M.D., F.A.P.A., Medical Director. Mrs. Heide F. 


Jones-Bernard, Administrator. 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five vears of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing. nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
N.Y. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


For children from five to twelve, of average or superior 
intelligence, with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 
The Menninger Foundation 
Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director (Topeka, Kansas, Telephone 3-6494 


The LIVERMORE SANITARIOUM 


LIVERMORE, CALIFORNIA 


SAN FRANCISCO OFFICE—450 SUTTER STREET 
For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON TIIIS FORM 


1270 AVENUE OF THE AMERICAS, Room 412 Date 
New York 20, New York 


Enclosed herewith is $ ............ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ......... Number 


ADDRESS 
SIGNATURE 


—— $10.00 a year or by the Volume. Foreign Postage $1.00 extra (New Volume began 
uly ) 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


tha 


Six distinct units making satisfactory placements possible 
for boys and girls and young adults. 


Ideal winter climate affording happy healthful outdoor 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 

®@ Registered Nurses ® Music 

@ Pre-vocational training ®@ Ranch for older boys 
@ Teachers with degrees @ Home for older girls 
@ All academic subjects @ Fireproof building 


@ Year round program @ Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician 
JESSE VILLAREAL, Pu.D., Speech Pathologist 
JEAN GIESEY MIMS, M.A., Clinical Psychologist 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 


HIGH POINT 
HOSPITAL 


v 
PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 


sultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. 


Chief Consultant in Psychotherapy 


RUTH FOX, M.D. 
Associate Consultant 


STEPHEN P. JEWETT, M.D. 
Chief Consultant in Clinical Psychiatry 


L. CLOVIS HIRNING, M.D. 
Associate Consultant 


Attending Psychotherapists: 


I. WM. BRILL, M.D. 

LEONARD FRANK, M.D. 
SYLVIA GENNIS, M.D. 
LEONARD GOLD, M.D., F.A.P.A. 


HELEN E. MONROE L. STYRT SCHACHT, M.A. 
Psychologist 


Hospital Administrator 


DANIEL GOLDSTEIN, M.D., F.A.P.A. 
STEPHEN KEMPSTER, M.D. 
SIMON NAGLER, M.D. 

MERVYN SCHACHT, M.D. 


MARY GANGEMI, R.N., Litt.M. 
Directress of Nurses 


FOXHOLLOW-ON-HUDSON 
Rhinebeck, New York 
“Special School” 


Twenty-eight years ago I founded a special 
school known as The Spruces for the treatment, 
adjustment and training of so-called nervous and 
problem children. This school was an outgrowth 
of my experience in starting the Child Guidance 
Clinic Movement under the National Committee 
of Mental Hygiene, and the Commonwealth 
Fund. At that time an urgent need was felt for 
a school that provided understanding guidance, 
adjustment and training of youngsters who 
could not fit into the home and school environ- 
ment, but needed a special school. This school, 
over the years, has become a well organized 
unit. Some nine years ago, I purchased from 
Vincent Astor the Foxhollow estate, former 
home of his brother, John Jacob Astcr, Jr., and 
moved our Spruces children to that place, chang- 
ing the name of the school to Foxhollow-on- 
Hudson. We now have a very fine environment 
on an estate of some six hundred acres, pro- 
viding for all the needs of youngsters of this 
type. 


STAATSBURG-ON-Hupson, NEW YorK 


For further information address V. V. ANDERSON, M. D. 


THE ANDERSON SCHOOL 


THE ANDERSON SCHOOL 
Staatsburg, New York 


Regents accredited college preparatory Senior 
and Junior High School, Elementary School, and 
two-year post graduate course 


The Anderson School had an entirely different 
origin, coming from psychiatric work in indus- 
try; not clinical work, but a study of personnel 
problems. More particularly, The Anderson 
School was an outgrowth of my work in select- 
ing, placing, and guiding in the training of 
college graduates who were taken on in execu- 
tive training for executive jobs. Here I was 
struck with the tremendous lot of failures 
amongst so-called educated young people. My 
work here showed the need for a broader con- 
cept of education, emphasis on educating the 
emotional life and the socialization of the indi- 
vidual, as well as his academic training; in 
short, personality education. This is just what 
The Anderson School does. The Anderson School 
is a good “prep” school, fully accredited by the 
Board of Regents; but it emphasizes a much 
wider concept of student training than is con- 
ceived of in present-day education—educating 
the student as a person. 


TELEPHONE: STAATSBURG 3571 


. Ye 
| 
= 
“4 
1m 
| 
| : 
a? 
| 
| 
4 
a 
XVIII | 
t 


FOR CHILDREN 


with educational, emotional or speech problems 


»— > School programs are directed by the school psychiatrist and an excellent 
staff of teachers, occupational and recreational therapists, housemothers, and a 
clinical psychologist. The children are grouped into units, each having its own 
housemother, teacher and therapists. Every day these staff members note the 
behavior of each child and review it at the daily staff conference conducted by 
the school psychiatrist. The psychiatrist discusses the child’s family constellation 
and his pathological relationships and then outlines the program to be followed. 
These conferences provide a longitudinal study of the child’s behavior and enable 
the psychiatrist to help the teachers and housemothers understand the child. He 
advises them on attitudes to be maintained toward the youngster and suggests 
ways of handling specific problems that have arisen in the child’s relationship 
with other children or staff members. 


A. H. Kambly, M.D. D. E. Lichty, M.D. 
School Psychiatrist School Pediatrician 


For Further Information Address The Registrar 
i700 Broadway, Ann Arbor, Michigan 


> The Ann Arbor School 


Member of the American Hospital Association and licensed by the Department of Public Instruction 


ENTER NEW SUBSCRIPTIONS AND 
BALDP ATE, INC. RENEWALS ON THIS FORM 


Georgetown, Mass. 


Enclosed herewith is $ 

Geo. 2131—Boston Office Be.-2-3911 one year’s subscription to the AMERI- 
CAN JOURNAL OF PSYCHIATRY be- 
Cre ginning with Volume .... Number .... 


For the treatment of psychoneu- Name 
roses, personality disorders, psychoses, 


alcoholism and drug addiction. 


Psychotherapy is the basis of treat- 
ment; other methods such as shock 
therapy, malaria and fever box are 


used when indicated. 


Occupation under a trained ther- SEND TO: 


apist, diversions and outdoor activi- AMERICAN JOURNAL OF PSYCHIATRY 
ties. 1270 Ave. of Americas, Rm. 412 
New York 20, New York 


(Volume 109 began with July 1952 issue) 


G. M. Scuromer, M.D., Medical Director 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 
York Maintaining Homelike, 

MISS MARY R. CLASS, R.N., Director of Nurses 
MR. T. P. PROUT, JR., President The Institutional Atmosphere 


Is Eliminated, Yet All of 
the Hospital Facilities Are 


ELECTRIC SHOCK THERAPY OCCUPATIONAL ned 
BE anagemer oble 
PSYCHOTHERAPY 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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HIGHLAND HOSPITAL, INC. 


Founded in 1904 
Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. 


The. Hospital is located in a seventy- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 
ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 
Psychiatry 
Associate Director 


Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 


elevation of 400 feet 


For the study, care and treatment of 
emotional, mental, personality and habit 
disorders. 


All recognized psychiatric therapies are 
used as indicated. 


Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 
BENJAMIN Simon, M.D. 
Director 


Cuarces E. Wuirte, M.D. 


Louis Brenner, M.D. 
Associates 


Consultants in all Specialties 


Arlington Heights, 
Maveachusetts 
Telephone AR 5-0081 


Francis W. Russell 
Executive Secretary 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Owen C. Crark, M.D. 
Medical Director 


Cuar_es H. Frasier, M.D. 
Georce H. Louroan, M. D. 


CATHERINE A. RosensBerc, R. N. 
Director of Nurses 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 


SANITARIU 


1850 PONTIAC ROAD : ROCHESTER, MICH. 
Telephone: 9441 


Leo H. Bartemeier, MD. A private hospital 25 miles north of Detroit for 


Hilbert the diagnosis and treatment of mental illness. 
Mr. Graham 


HARWORTH HOSPITAL 


531 E. Grand Blvd., Detroit 7, Mich. Phone WA 37319 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL and ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Psychiatrist—Medical Director 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospital Association. 
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THE ELECTRONARCOSIS INSTRUMENTS: 
r 2 MATTRESS One month’s free trial, carriage prepaid 


Eliminates rubber sheets and plastic covers BIBLIOGRAPHY OF ELECTRONARCOSIS : 
because—it can be cleaned with soap and . 

water Gnd didinfedied without damage. 172 articles (all that are known to us) 
Actual tests in mental hospitals have proved it 146 authors and commentators 

practically indestructible by physical effort with- 66 articles abstracted 

out the use of a cutting edge. The coating will : 

actually get tougher with time. It is impervious 18 countries represented 

to body liquids, and non-toxic to the skin. ike ‘ ° 

The bibliography will be mailed upon letter- 
the body. Highly resistant to bed fires. head request, without charge, to A. P. A. 
Hospitals report—"Everything claimed for members doing shock therapy 

them” and “placing another and larger order 

for Syko mattresses”. 


We will replace any mattress that fails in the 


factory office— 
534 Douglas Buildi 
THE REST-RITE BEDDING CO. 


Mattresses since 1898 Los Angeles 12, Calif. 
207 N. Main St. Mansfield, Ohio 


Phone: MA 1693 
Cable: Glissando 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 
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ESTABLISHED 1911 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—clectro shock, in- Medical Director 

lin, psychod ant JOHN R. SAUNDERS, M.D. 
recreational therapy—for nervous and THOMAS F. COATES, MD. 


mental disorders and probl of 


R. H. CRYTZER, Administrator 
addiction. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 


|. Training for psychiatrists who want to become 
certified to practice psychoanalysis. 


2. Postgraduate orientation courses for physicians and 
psychiatrists. 


Announcing Winter-Spring 
Courses * Workshop on Dreams 


* Continuous Case Seminar 


* Clinical Conferences 

* Introduction to Psychoanalytic Technique 
of the 
Dreaming. A Creative Process 


AMERICAN INSTITUTE | Theory of Weare 


Psychiatry and Psychoanalysis 


* Open to Matriculated Candidates only 
ELIZABETH KILPATRICK, M.D., 
Acting Dean 


For Information regarding requirements for admission, 
tuition, loan fellowships and curriculum, write to the 
Registrar: Miss Janet Frey, American Institute for 
Psychoanalysis, 220 West 98th Street, New York 25, 
N 
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CLINICAL 
ACHIEVEMENT 
MEDICAL STAFE in Vocational Growth 
OF PENNSYLVANIA — 
| through Therapeutic Guidance 
Robert, Hunt, 
EVEREUX SCHOOLS regard the voca- 
: | tional adjustment of the exceptional 
3 PSYCHOLOGICAL STAFF |. child as one of the objectives of its therapy “f Al 
OF PENNSYLVANIA =| program. Special vocational units are main- 3 
. oe tained in which the older students cam be x 
trained to assume a definite position in their 
student. Exipbasis is placed on the achieve 
a SS Kathryn Kramer ment of a level of responsibility equal te the 
demands of the society of which he is part. 
When, in your practice, you encounter a 
| a school-aged patient whose normal intellectual 
CALIFORNIA "4 capacity is limited by emotional disturbances, 
Cneiiatiiea Peaieorictes you are invited to let us evaluate the potential 
outcome of Devereux’ specialized education 
with therapy. Our experienced staff will thor- 
a David Lean, #3, 3 oughly review each case history and offer a 
detailed report. | 
“4 7 Please address your inquiries to: 
Joun M. Basciay, Registrar 
HELENA Devereux, Director 
J. Scots, M.D., Executive Director 
a SANTA BARBARA, CALIFORNIA - DEVON, PENNSYLVANIA 
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